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INTRAVENOUS UROGRAPHY.* 
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Honorary Assistant Radiologist, Saint Vincent's 
Hospital, Sydney; Honorary Radiologist, Mater 
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Tue most outstanding advance in radiology since 
Graham demonstrated the visualization of the gall- 
bladder has been the successful introduction of 
intravenous urography. Owing to the limited time 
at my disposal tonight, I do not intend to trace 
fully its historical development. 

In 1923 Osborne, Sutherland, Scholl and 
Rowntree, in the Mayo Clinic, first attempted radio- 
logical visualization of the renal tracts after the 
oral and intravenous administration of large doses 
of sodium iodide. Their investigations showed that 


1 Read at a meeting of the New Branch of the 
British Medica! Association on July 28, 


the renal pelvis and bladder could be faintly out- 
lined, but the greatest objection to these methods 
was that iodine in its free form was poorly tolerated 
and did not permit sufficient concentration in the 
urine to allow good urograms to be obtained. 
Following this a considerable amount of research 
was carried out on animals by Rosenstein, von 
Lichtenberg, Binz, Volkman, Roseno, Swich, and 
others in search of a combined form of iodine which 
would have none of the toxic qualities of the free 
iodine and which would be excreted in a higher 
concentration in the urine; until now we have a 
choice of at least four drugs, all of which are 
stable and non-toxic, and freely soluble in water. 
“Uroszlectan” was the first preparation to make 
intravenous urography a practical and successful 
procedure. This preparation is a pyridine derivative 
with 42% of organically combined iodine; it is 
readily soluble in water and it is eliminated by the 
kidneys in sufficient concentration to give good 
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urograms. It is well tolerated and produces no 
untoward effects. Thirty grammes of the substance 
are dissolved in sterilized redistilled water, then 
filtered and sterilized for twenty minutes in an 
autoclave; when cooled to body temperature it is 
ready for use. 

“Uroselectan B” is also a pyridine derivative con- 
taining 51-5% of iodine in a combined form. It is 
soluble in water and is non-toxic, and has practically 
displaced “Uroselectan”; it is more convenient to 
use, as it remains stable in ampoules without under- 
going any decomposition, and only twenty cubic 
centimetres containing fifteen grammes of “Uro- 
selectan B” are necessary for injection, as compared 
with one hundred cubic centimetres when “Uro- 
selectan” is employed. Another great advantage is 
that its excretion is ever so much more rapid than 
the excretion of “Uroselectan”. 

“Abrodil”, or “Skiadan” as it is named in 
America, is a mono-iodo-methane sulphonate of 
sodium, containing 52% of iodine in firm com- 
bination. Its elimination by the kidneys is particu- 
larly rapid, and it does not produce any unpleasant 
after-effects. Accidental perivenous injection of the 
solution does not cause any damage to the tissues. 
It is marketed in bottles containing fifty cubic 
centimetres of a 40% sterile solution, which is stable 
and ready for immediate use. “Abrodil” is also an 
ideal solution for retrograde pyelography, as, unlike 
inorganic compounds of iodine, it does not possess 
any irritating properties. A 20% solution of 
“Abrodil” is usually employed, this strength giving, 
even in thick patients, excellent shadows. 


“Tenebryl” is the most recent preparation and is 
a di-iodo-methane sulphonate of sodium containing 
68:8% of combined iodine. It is obtainable in solu- 
tion which is quite stable and ready for immediate 
use, and is sold in ampoules containing fifty cubic 
centimetres of a 30% solution, and twenty-five cubic 
centimetres of a 45% solution. Despite its high 
iodine, content, it is free from any toxic reactions, 
and its elimination by the kidneys is particularly 
rapid and in sufficient concentration to give 
excellent urograms. 

In order to obtain satisfactory urograms there 
are certain essential details that must be attended 
to. The day preceding the injection, the patient 
should have a light diet and the fluid intake should 
be restricted. Many recommend a good purgative 
dose of castor oil, but I have found this to be 
unnecessary, as good urograms are obtained without 
the administration of purgatives, and without them 
there is less liability of flatus occurring and obscur- 
ing the opaque solution. On the day of the injection 
it is advisable that the patient be without food or 
fluid for at least four hours beforehand, in order to 
prevent diuresis affecting the quality of the 
urograms. The injection itself is a simple matter 
and is readily carried out in the radiologist’s rooms. 


The veins in the antecubital fossa, being the most 
accessible, are generally selected for injection, which 
should be carried out under the strictest aseptic 


conditions, with the patient lying in the recumbent 
position. The injection of the solution, which has 
been previously warmed to body temperature, should 
take about three to four minutes; either a syringe 
or the gravity method may be used. The examina- 
tion itself is speedy and the patient suffers no 
unpleasant after-effects. During and just after the 
injection the patient sometimes complains of being 
very thirsty, and a small percentage of patients have 
a burning sensation up the arm and under the 
shoulder during the injection. This I am inclined 
to believe to be due to the solution being injected 
too rapidly, and can be minimized by decreasing the 
rate of the injection. 

Experience has shown that intravenous urography 
is quite safe and that contraindications are prac- 
tically non-existent. Pregnancy does not constitute 
a contraindication, the radio-opaque solution and 
the X ray examination having no harmful effects 
whatever on either the mother or fetus. 

Urograms are usually made at intervals of five, 
fifteen and thirty minutes after injection, but these 
times are variable, as the time of appearance of the 
radio-opaque solution in the urine depends upon 
the functional activity of the kidneys, and it is 
often necessary to take them over longer periods 
when the excretion of the drug is delayed. The 
bladder should be emptied before each exposure, to 
insure that the lower ends of the ureters are not 
obscured. 

I believe the time has arrived when intravenous 
urography should be the standard method of exam- 
ination of patients referred to the radiologist and 
suspected of having any gross abnormality of the 
upper part of the urinary tract. The injected con- 
trast medium passing through the kidneys during 
its elimination clearly outlines these organs and 
enables their size, form and position to be most 
accurately determined. Further, since the injected 
medium is, as a rule, rapidly excreted ‘by normal 
kidneys, the time of appearance and degree of 
density of the shadows furnish an indication, albeit, 
my urological friends tell me, not a completely 
reliable one, of renal function. If a series of 
urograms be taken, an ocular demonstration will 
be afforded of the dynamics of the upper part of the 
urinary tract. 

It must be stressed that intravenous urography is 
not intended to displace the cystoscopic method of 
examination. Each is complementary to the other, 
one method alone often yielding insufficient infor- 
mation. In the Urological Department of the 
Lewisham Hospital the intravenous method of 
examination is now used as a routine prior to 
cystoscopy and ureteral catheterization. 


Intravenous urography has proved to be of par- 
ticular value when, because of pathological, 
anatomical or technical reasons, cystoscopy and 
ureteral catheterization cannot be satisfactorily 
carried out, for example, in some cases of vesical 
tuberculosis in the male, in certain cases of enlarge- 
ment of the prostate, in some cases of stricture of 
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the urethra and of profuse hematuria, and in the 
occasional case of ureteral obstruction in which the 
contrast medium cannot be injected beyond the 
block. It is of great value in children, especially 
in males. 

Intravenous urography, as might have been 
expected, has been disappointing in the diagnosis 
of some acute types of renal infections without gross 
deformity. In cases of early tuberculosis of the 
kidney and in the intermittent types of hydro- 
nephrosis it is liable to be misleading. Its scope 
also is definitely limited by the fact that satisfactory 
urograms are obtainable only when the renal func- 
tion is good enough to secrete the radio-opaque 
solution in sufficient concentration for the purpose 
of diagnosis. Unfortunately, even in normally 
functioning kidneys, the excretion after intravenous 
injection is not sufficiently opaque to be of use in 
pyeloscopy, a form of examination that has “een 
found to be of particular value in the Urolc,.:al 
Department of the Lewisham Hospital for observing 
the peristaltic movements of the upper parts of the 
urinary tract. 

As regards interpretation, I propose to show a 
series of slides of urograms demonstrating some 
interesting abnormalities of the urinary tracts, and 
at the same time to give a few salient clinical 
features connected with each’ case (see special 
plate). 

Acknowledgement. 

I should like to extend to Dr. Harry Harris my 
thankful appreciation for his valuable and helpful 
suggestions and assistance. 


Legends to Illustrations. 


FicureE I.—Patient, male, complaining of severe pain on the 
right side, associated with frequency of micturition, pyuria and 
hematuria for the last two years. This retrograde pyelogram 
shows a ureteral calculus at the level of the transverse process 
of the fourth lumbar vertebra, which is causing obstruction 
= a the contrast medium being injected beyond the 
calculus. 


Figure II.—aAn_ intravenous urogram of the same patien 
demonstrating quite a marked degree of hydronephrosis an 
hydroureter caused by the obstructing calculus. 


Figure III.—Patient, female, also complaining of severe left- 
sided renal colic. This urogram was taken thirty minutes after 
intravenous injection, and shows marked clubbing of all the 
left major calyces, caused by a large calculus in the region of 
the renal pelvis. 


Ficurs IV.—Patient, boy, aged eleven years; two and a half 
months before this examination he fell on a fence and ruptured 
his urethra. After the wound healed he had extreme difficulty 
in passing his urine. 
after injection of the radio-opaque solution, and demonstrates 
quite a marked degree of bilateral hydronephrosis and hydro- 
ureter, due to back pressure caused by a stricture of his urethra. 


Figure V.—Patient, female. Urogram taken seven hours 
after injection of the radio-opaque solution, and demonstrating 
an extreme degree of bilateral hydronephrosis. 


Figure VI.—Patient, boy, aged ten years, complaining of pain 
in the back and left side for two and a half years, with 
frequency of micturition, pyuria and hematuria. Urogram 
taken twenty minutes after injection, showing an enlarged 
right kidney, especially when compared with that on the left 
side. The excretion on the right side shows normal radiographic 
appearance of the renal pelvis and calyces, while on the left 
side are seen the typical worm-eaten appearances associated 
with renal tuberculosis. The urogram also demonstrates some 
decrease of the intervertebral space between the fourth and 
fifth lumbar vertebre. A lateral skiagram was taken, which 
revealed an old healed tuberculous lesion of this region. 


Ficgurp VII.—A Y-shaped ureter, which is a fairly common 
abnormality, revealed by intravenous urography. 


Figure VIII.—Urogram taken of a primipara just on full 
time, showing normal radiographic appearances of both urinary 
tracts. Note that there is some degree of obstruction of the 
ureter as it crosses the brim of the pel 


This urogram was taken half an hour- 


Ficurs IX.—This patient was seven months pregnant aud 
gave a history of having had severe pyelitis just before the 
birth of her first baby some two years ago. She was 2‘(mitted 
to hospital and treated for the condition. At the timi this 
examination was made her urine was quite clear, and sh.c went 
on to full time without any recurrence of her old trouvie. The 
urogram shows marked clubbing of the right caiyces and 
dilatation of the right pelvis and ureter. 

FicgurE X.—This patient gave a history of having ha! severe 
pyelitis of pregnancy. his urogram was taken six months 
after the birth of her child and demonstrates how she is left 
with a permanently crippled right renal tract. 

FicurE XI.—Patient, a primipara, just on full time, suffering 
from severe pain on the right side, with frequency of micturition 
and pyuria. The urogram demonstrates extensive destruction 
of the right calyces and dilatation of the right renal pelvis, 
which have that typical fluffy appearance associated with 
pyelitis of pregnancy. 

Ficgurp XII.—This patient was seven months pregnant and 
sufferin from severe right-sided in, with frequency of 
micturition and pyuria. She complained of no pain at all on 
her left side. The urogram demonstrates marked bilateral 
destruction of the calyces and dilatation of the renal pelves 
and ureters. 


EXCRETION UROGRAPHY: INDICATIONS AND 
INTERPRETATION.* 


By R. J. Sttverton, M.B., Ch.M. (Sydney), 
F.R.C.S. (Edinburgh), F.R.A.C.S., 
Honorary Urologist, Royal North Shore Hospital of 
Sydney; Honorary Urologist, The Coast 
Hospital, Sydney. 


To Professor Alexander von Lichtenberg, of 
Berlin, belongs chief credit for stimulating the 
chemical researches which led to success in excretion 
urography. To the same surgeon we are indebted 
for the earliest complete statement of the value and 
significance of intravenous urograms.”) To von 
Lichtenberg’s credit also stand the introduction of 
cystoscopic pyelography with liquid media and 
cystoscopic pyelography with air (pneumopyelo- 
graphy). The former was introduced in 1906 in 
collaboration with Voelcker, and the latter a few 
years later. The sum of these performances makes 
a remarkable achievement for one man. 

I shall omit all reference to the composition and 
mode of use of the various substances advised for 
excretion urography ; the previous speaker has dealt 
with these matters. 

The whole of th: ...x on which this study is 
based was done with “Uroselectan B”, a pyridine 
derivative containing iodine in close organic 
combination. 

Indications. 

The indications for intravenous urography are 
many and the contraindications few. A full list 
of the contraindications is no more than severe 
renal insufficiency coexisting with hepatic insuf- 
ficiency, acute inflammatory renal disease, advanced 
heart disease, high fever, thyreotoxicosis and, 
finally, secondary anemia. 

“Uroselectan B” is so innocuous and so handy 
for intravenous injection (twenty cubic centimetre 
ampoules) that one feels tempted to use it in the 
great majority of urological cases as an immediate 
supplement to the plain skiagram. The information 
gained in conditions of both upper and lower parts 
of the urinary tract is so illuminating that one 
feels that valuable findings may be lost when the 
examination is omitted. 

1Read at a meeting of the New South Wales Branch of the 
British Medical Association on July 28, 1932. 
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At present, then, the indications vary with the 
taste of the surgeon, but there are certain absolute 
indications : 

1. When cystoscopy is impossible or unsatis- 


factory. 

FicureE I—A female, aged twenty-four years, suffered 
from a contracted painful bladder. Even under spinal 
analgesia cystoscopy was not satisfactory, since the right 
ureteric orifice could not be seen. The excretion urogram 
shows a dilated ureter on the right side. The contracted 
bladder shows up with a rounded contour and remains of 
small extent in contrast to the broader ovoid shadow of 
the normal. The left upper part of the urinary tract is 
normal. The diagnosis, confirmed later, was tuberculosis 
of the right upper part of the urinary tract. 


2. When cystoscopy is possible, but ureteric 
catheterization or the injection of a pyelographic 
medium past an obstruction is impossible. 

Ficure II.—A male patient, aged thirty-three years, suf- 
fered from left-sided pain following an injury four months 
earlier. The plain skiagram revealed no abnormality. 
Sodium iodide and air both failed to enter the renal pelvis 
when cystoscopic pyelography was attempted. The excretion 
urogram shows a large filling defect in a slightly dilated 
renal pelvis, with slightly dilated calyces. A mass of 
organized blood clot was found in the renal pelvis at 
operation, acting like a calculus and completely blocking 
the pelvic outlet. 


FicurE III.—A male patient, aged thirty-four years, gave 
a plain skiagram showing a pear-shaped calculus, probably 
in the left renal pelvis, with a smaller rounded shadow 
opposite it. Pneumopyelography was attempted in order 
to localize the calculi, but no air would enter the pelvis. 
The excretion urogram shows the great dilatory damage 
caused by blockage of the pelvic outlet and also localizes 
the smaller stone to the lowest pocket of the large 
hydronephrosis. 

Limitations. 

There are certain well defined limitations of 
excretion urography. 

1. When no contrast medium is excreted, and 
therefore no delineation of the upper part of the 
urinary tract is afforded on the side concerned. 

This occurs with absent or very low renal 
efficiency. To reach an anatomical diagnosis we 
must supplement excretion urography with cysto- 
scopic pyelography. 

Ficure IV.—A female patient, aged twenty years, had 
no excretion of “Uroselectan B” on the left side. The 
cystogram shows a contracted bladder. Cystoscopy showed 
both ureteric orifices to be invaginated and dilated, but 
no ulceration or inflammation was present. Good indigo- 
carmine from the right side. No efflux was seen on the left 
side. Note that most of the right ureter shows slight 
dilatation. Most of the calyces on the right side show a 
slightly “moth-eaten” contour; this is typical of tuber- 
culosis. The diagnosis, later confirmed, was complete 
tuberculous destruction of the left kidney, with early 
tuberculosis of the right kidney. 


Figure V.—Figure V is from the same patient as Figure 
IV. It is a supplementary cystoscopic pyelogram with 5% 
sodium iodide. This picture gives an excellent representa- 
tion of the irregular ceaseating cavities of a tuberculous 
pyonephrosis of the left kidney. 

2. As pointed out recently by Weiser, of Vienna, 
one-half of a double kidney may be destroyed or 
severely damaged and therefore give no evidence of 
excretion. The other half, however, excretes con- 
trast substance, and the observer may be deceived 
into thinking that the latter represents the whole 
kidney, which is judged to be wholly sound.‘ 


3. When a finely detailed outline of the renal 
pelvis and calyces is required in cases of suspected 
renal neoplasm, excretion urography may not be 
satisfactory and cystoscopic pyelography is called 
for. 


Normal Appearances. 


Consideration of physiological as well as 
anatomical factors should go hand in hand when 
interpreting excretion urograms. 

Good anatomical delineation is not to be expected 
in all cases, though we get it surprisingly often. 
With hyperkinetic calyces and pelvis, filling is only 
partial, but experience soon teaches us how to 
interpret these special appearances. 

The normal ureter may likewise be only partially 
filled, and in any case should show up as a distinctly 
narrower strip than with cystoscopic pyelography, 
since with the latter there is artificial distension. 
It should not appear throughout its whole length 
in exeretion urograms, but should be interrupted 
by gaps of variable extent in one or more sections. 
These sections appear empty because they are 
caught in systole by the exposure. 

The pelvis and calyces should appear at five 
minutes, but the ureter may not show up till the 
next picture is taken (ten minutes). The pelvi- 


calycine shadow is usually deepest at between ten 
and twenty minutes when the kidney is functioning 
well. Early appearance of the pelvi-calycine shadow, 


in conjunction with absence of dilatation, may be 
taken as a criterion of good renal efficiency. 

But, further, we should look for the appearance 
of some portion of a non-dilated and actively con- 
tracting ureter by ten minutes at the latest to 
reinforce the evidence of good renal efficiency. This 
“ureteric criterion” is of paramount importance. 

The depth of opacity of the bladder shadow after 
ten to fifteen minutes is an indication of the state 
of the total renal efficiency. 2 


FicureE VI.—A female patient, aged twenty years, gave 
an excretion urogram which was normal. On the left side 
the calyces are nearly all in systole, and are therefore not 
seen. Only the middle portion of the left ureter is in 
diastole, the rest of the duct being indiscernible. On the 
right side only the upper half of the ureter is in diastole. 


Dynamics of the Upper Part of the Urinary Tract. 


For some years screen examination of an opaque 
medium introduced into the renal pelvis (pyelo- 
scopy) has been found of inestimable value in 
studying the dynamics of the calyces, pelvis and 
upper portion of the ureter. This valuable method 
remains undisplaced by excretion urography, but 
by making three exposures in rapid succession on 
one film we get interesting results, which are 
important, because they are urographic and not 
uroscopic, and can be studied at leisure and be 
reproduced in publications. 

I simply place a lead sheet on the X ray table. A 
rectangular fenestra, 11:25 centimetres (four and a 
half inches) wide and 27-5 centimetres (eleven 
inches) long, is adjusted so that it lies on the near 
side of the middle line. The film (35-0 by 27:5 centi- 
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metres or 14 by 11 inches) is moved quickly between 
exposures so that three pictures are taken on it in 
less than twenty seconds or so. We look for varia- 
tions in width of calyces et cetera to judge of 
dynamic power. 

FicurE VIIA male patient, aged fifty-two years, had 
pain on the right side. There is a ptosed right kidney 
whieh is double. The right-hand picture shows both pelves 
in full diastole, the middle picture shows them in systole, 
and the left-hand one shows them in semi-diastole. It is 
interesting to note that both pelves work synchronously. 


The French urologists who described pyeloscopic 
appearances originally, drew attention to the 
existence of a ureteric “bulb” near the upper end of 
the ureter. When urine is expelled from the pelvis, 
it first of all fills this “bulb”, and then the latter 
structure expels it down the ureter by muscular 
contraction. 

Ficure VIII.—Figure VIII is from a female, aged seven 
years. The lower infected half of a double right kidney is 
clearly shown. There is slight dilatation. The dynamics of 
urinary expulsion are, however, fairly good.. The middle 
picture shows full diastole of the ureteric “bulb”, the left, 
systole, and the right, three-quarters diastole. It is clearly 
seen by comparing the width of the lower calyx in the 
middle and left pictures that diastole of the pelvi-calycine 
system synchronizes with systole of the ureteric “bulb”. 


This method of examination, which we may call 
“rapid serial urography”, is a variant of cinemo- 
skiagraphy of urinary tract dynamics, introduced 


by Cumming last year in the United States of 


America.) 

The dynamics of the rest of the ureter is suf- 
ficiently well shown by comparing: pictures in the 
usual urographic series of five, ten, fifteen minutes 
and so on. So long as at least one portion of the 
ureter is in systole and the visualized portions are 
not dilated, we may diagnose a healthy dynamism of 
the duct. 


Effect of Gravity on the Upper Part of the Urinary Tract. 


To secure fullest information from 
urography I consider a tilting Potter-Bucky table 
necessary, and sometimes it is of advantage to 
include in the routine one picture at about fifteen 
minutes with the patient almost upright. He should 
be left in this position for a couple of minutes and 
then the exposure is made.“ 

As a rule, some, and sometimes most, of the 
contrast substance falls out of the kidney and ureter 
into the bladder. This will not happen, however. 
if the uretero-pelvic or the uretero-vesical sphincteric 
regions are hypertonic; on the other hand, it occurs 
with startling completeness when they are flaccid. 

One should note also the degre: of downward 
excursion of the kidneys after change to the erect 
position. Some movement usually occurs, and 


occasionally it is very little. Generally the excursion 
is through a distance equal to the height of one 
vertebral body. 

The movement of both kidneys should be compared 
to avoid wrong conclusions, and the degree of | 
emptying of the ureters should also be compared 
for the same reason. 


excretion | 


Ficure IX.—Figure IX is from a female patient, aged 
twenty years. Compare it with Figure VI. Each kidney 
has descended for a distance about the height of a vertebral 
body. The right renal pelvis has emptied considerably; 
so has the left, but the left renal calyces are caught in 
diastole. Both ureters have emptied completely. 

It may be stated here that absence of downward 
movement of one kidney only is due either to peri- 
nephritic adhesions (inflammatory or neoplastic) or 
to a previous nephropexy operation. 

FicurE X.—Figure X is from a female patient, aged 
twenty-two years. It was taken four weeks after nephro- 
pexy on the right side. It was taken in the semi-upright 
position. The left kidney descends considerably, but the 
stitched-up kidney remains immovable. 

The so-called “paradoxical filling’, which is 
increase in opacity, or at least relative absence of 
decrease in opacity, in the upright position, is due 
to the fact that with certain types of obstruction 
the effect of gravity is to increase the obstructive 
factor.) 

Figure XI.—Figure XI is from the same patient as the 
previous picture. It was taken before operation, with the 
patient half upright. The normal left kidney has descended 
a little and has been partially emptied of contrast substance 
under the effect of gravity. The right kidney, which has 
undergone ptosis and is rotated forward, shows greater 
opacity on account of increase in the obstructive effect. 


Pathological Appearances. 

Most of the important pathological urographic 
appearances are concerned with the effects of 
obstruction. Infection, however, is a very important 
factor. In other cases we are concerned with dis- 
placement effects, as in renal neoplasms, with 
ulcerative and hyperplastic changes, as in urinary 
tract tuberculosis, and finally with congenital 
abnormalities. 


Obstruction. 

Obstruction takes many forms, but there is no 
space to deal with more than a few of them here. 

Narrowing or obstruction of any portion of the 
urinary tract leads to dilatation above and later to 
progressive failure of efficiency. While, however, 
even a low moderate grade of renal efficiency |is 
preserved, some contrast substance is excreted and 
shows up well, even if only in low concentration. 
since the through-and-through thickness of the tract 
is increased. We must beware of allowing such 
opacity to lead us to a false estimate of the renal 
efficiency. 

Examples of the effect of complete obstruction 
have been shown in Figures II and III. It may 
now be profitable to study other and diverse effects 
of calculus obstruction. 


FicurE XII.—A male, aged thirty years, had had recent 
renal colic on the right side. A small narrow calculus 
is seen near the lower end of the right ureter. Pain had 
disappeared when the urogram was made. Dilatory damage 
due to the small stone .is' very well seen, as is also the 
fine trickle of urine past the stone, explaining why pain 
is absent at the moment. This picture gives a graphic 
representation of what happens during partial calculus 
obstruction in a way never obtainable hitherto. The left 
kidney had been drained some years before at an operation 
for the removal of calculi; it is greatly dilated, and there 
is no sign of excretion down the ureter. The indigo- 
carmine test confirmed the diagnosis of destruction of the 
left kidney. 
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Ficure XIII.—Figure XIII is from a male patient, aged 
twenty-one years. There are normal pelvis and calyces on 
the left side. A very dense delineation of the kidney 
shadow is seen on the right side, but though the nephro- 
gram is so positive, no urogram is present, and this is at 
thirty minutes. This phenomenon is explained by the 
presence of a small calculus near the lower end of the 
right ureter. An acute hydronephrotic state had com- 
menced, following acute blockage of the ureter. Then the 
kidney, by an automatic safety check action, stopped 
excreting into the collecting apparatus. The contrast 
substance is held up in the renal cortex and is concen- 
trated there, giving rise to a dense nephrogram. This 
condition is only temporary, and once a little urine finds 
its way past the stone, the urogram reappears, as is seen 
in Figure XIV. 

FicurE XIV.—Figure XIV is from the same patient. The 
urogram now appears. Note the effect of obstruction on 
the ureter, which is slightly dilated and is visible through- 
out its whole length. The normal left ureter is in systole 
in its lower portion. 

FicureE XV.—Figure XV is from a male patient, aged 
twenty-three years. On the left side, about one centimetre 
above the edge of the bladder shadow, is seen a small 
stone grasped by localized spasm of the ureter. Below it 
we see the ureter showing up quite well, so evidently the 
obstruction was not complete. Above the stone the ureter 
is slightly dilated and shows up throughout its whole 
length, in definite contrast to the right ureter. 


I shall now show an example of external obstruc- 
tion at the uretero-pelvic junction. 


FicurE XVI.—Figure XVI is from a female patient, aged 
nineteen years. Slight dilatation, rotation and relatively 
increased opacity of the left renal pelvis are seen. Only 
the very upper end of the left ureter is seen, and it exhibits 
an acute angular implantation into the pelvis. At opera- 
tion the uretero-pelvic junction was found slung over an 
aberrant renal artery going to the lower portion of the 
kidney. 

I may complete this section with an example of 
the urographic appearance of a case of dynamic 
obstruction at the uretero-pelvic junction. Distur- 
bance of normal peristalsis owing to a neuro- 
muscular upset leads to the development of 
hydronephrosis. - 


FicurE XVII—A male patient, aged twenty-two years, 
had right-sided renal pain for three years. The left renal 
pelvis and calyces are normal. The right renal pelvis is 
dilated, but so far the calyces are not. At operation no 
mechanical cause was found. Denervation of the renal 
pedicle relieved the renal pain. Later, urographic study 
will allow us to see what happens to the hydronephrosis. 


Infection. 

The result of infection by pyogenic organisms is 
usually atonic dilatation of the pelvis and ureter, 
bnt if the infection is very acute, the kidney may 
not be delivering urine into the excretory passages, 
and so the urogram is absent. In such cases the 
nephrogram may be densely opaque, comparable to 
that shown in Figure XIII. Figure XTX, described 
Jater, shows the effect of infection on the upper 
urinary tract. 


Renal Neoplasms. 

The pressure or actual growth of a renal neo- 
plasm either: (a) prevents filling of one or more 
sets of calyces, or (b) dislocates the pelvi-calycine 
system and sometimes the upper part of the ureter. 


Ficure XVIII.—Figure XVIII is from a male patient, 
aged thirty-three years. It is an example of Group (b). 
A tumour cf the upper part of the right kidney is present. 


The pelvis and calyces are pushed downwards and out- 
wards, as though they were on the moving radius of a 
circle with its centre at the pelvic outlet. (Patient of 
Dr. F. W. D. Collier, of Newcastle.) 


Tuberculous Lesions. 


Examples of excretion urograms in tuberculosis 
have already been shown. 


Congenital Abnormalities. 


Excretion urography is of tremendous value in 
the diagnosis of congenital abnormalities, for by 
its use many abnormalities hitherto overlooked in 
cystoscopic pyelography are brought to light. 


There are certain limitations, however. The 
failure of a severely diseased half of a double kidney 
to show up has already been mentioned. In addition, 
the point of dichotomy of a partially reduplicated 
ureter may not be clearly visible, and one must 
supplement the examination by cystoscopic uretero- 
pyelography. 

Ficure XIX.—Figure XIX, from a female patient, aged 
seven years, shows very clearly a double kidney and ureter 
on the right side. The ureter was completely reduplicated, 


but this does not show up clearly on the urogram. The 
lower pelvis with its ureter shows infective dilatation. 


The Study of Operation Results. 
This study is a fascinating and most useful 
function of excretion urography. 


Ficure XX.—Figure XX is from the same case as Figures 
X and XI. The picture was taken with the patient lying 
flat, four weeks after right nephropexy. The right kidney 
has been restored to the same level as that of the left, 
and the forward rotation of the organ has been corrected, 
as is evidenced by lateral direction of the calyces. Drainage 
is now good and the patient is free from all pain. 


FicurE XXI.—Figure XXI, from a female patient, aged 
fifty-four years, is a urogram made three months after 
denervation of the right renal pedicle for dynamic obstruc- 
tion of the uretero-pelvic junction. The patient has been 
free from pain since operation, and the renal pelvis has 
already become smaller. Its degree of dilatation was the 
same as that on the left side, where the patient has a 
similar painful condition, as yet not operated upon. 


Lower Urinary Tract Delineation. 


Excellent cystograms are usually obtainable after 
fifteen minutes or more. We not only get cysto- 
graphic information, but also see the effect on the 
upper part of the urinary tract of obstructive 
lesions in the lower portion of the tract. 


One observer has noted from a study of excretion 
urograms that in stricture of the urethra and 
enlarged prostate the dilatory effect above is usually 
more pronounced on the right side than on the left. 


Figure XXII.—Figure XXII is from a male patient, aged 
fifty-seven years, with an enlarged prostate. The bladder 
part of the urogram shows a semicircular filling defect 
where the intravesical portion of the prostate projects 
upwards. 


Ficuret XXIII.—Figure XIII is from the same patient. 
It shows the effect of the prostatic obstruction on the 
upper part of the urinary tract. So far, there is no 
dilatation of the pelves and calyces, but both ureters show 
slight dilatation, and the dilatation is greater on the right 
side. The shadows near the right ureter are due to 
calcified glands. 
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Conclusion. 

I believe that in the future excretion urography 
will almost completely replace cystoscopic pyelo- 
graphy, and that in a not inconsiderable proportion 
of cases it will obviate need for cystoscopic 
examination. 

Nevertheless, conclusions drawn from excretion 
urograms may be faulty if they are not made in the 
light of adequate experience, both of the physiology 
and pathology of the urinary tract and of excretion 
urograms themselves. 

As a warning, it may be stated that not a few 
disasters have already been reported as following 
operative intervention on the basis of faulty 
interpretation. 
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OBSERVATIONS ON THE CONTROL OF DIPHTHERIA? 


By A. R. Souruwoop, M.D., M.S. (Adelaide), 
Honorary Physician, Adelaide Hospital; Chairman, Central 
Board of Health and Head of the Department of 
Public Health of South Australia. 


In the case of diphtheria the sanitarian is in a 
position of strategic control superior to that 
afforded him in almost any of the other infectious 
diseases. Bacteriological diagnosis is simple, 
carrier examinations can be made with accuracy 
and ease, a specific test for susceptibility is avail- 
able, and we possess a specific therapeutic weapon 
which is as perfect as any specific treatment which 
can be hoped for. 

(Hans Zinsser, Professor of Bac- 
teriology and Immunology at Harvard 
University Medical School.) | 


Historical Approach. 


DipuHTHeria is not a new disease. It is one of great 
antiquity. Ancient medical writers, Aretzeus in the 
third century and A®tius in the sixth century, 
described the condition from the clinical aspect, 
and other early writers described outbreaks of an 
illness which was probably diphtheria. 

The name “diphtheria” was introduced by Pierre 
Bretonneau in 1826 and applied to an infectious 
form of sore throat accompanied by the formation 
of a membrane in the throat. Great scientific 
interest was aroused in 1888 when Klebs described 
the diphtheria bacillus observed in the membrane of 
the throat. In 1884, Léffler was able to grow the 
organism on artificial media. The bacillus is often 
referred to as the Klebs-Léffler bacillus. 


1Read at the twenty-first meeting of the Australian and 
New Zealand Association for the Advancement of Science, 
August, 1932. 


Since that time the term “diphtheria” has become 
limited in its application to those cases of mem- 
branous sore throat caused by the diphtheria 
bacillus. Of course, when Bretonneau introduced 
the name it had a wider application; it included 
other membranous inflammations of the throat not 
due to this definite organism. A comparatively 


‘recent alteration of nomenclature has labelled the 


Klebs-Léffler 
diphtherie. 

Roux and Yersin in 1888 showed that sterile 
filtrates from cultures of diphtheria bacilli would 
kill guinea-pigs injected with them and produced 
lesions identical with those following injection of 
living organisms. This was the first demonstration 
of the fact that diphtheria exerted its harmful 
effects on the sufferer by means of an extracellular 
toxin. 

In 1894 the most outstanding advance of all was 
made when Emil von Behring prepared the anti- 
toxin which has proved so valuable in the treatment 
of diphtheria; it proviged a veritable miracle of 
medical science. 

In 1913 Schick introduced a test which enabled 
an estimate to be made of the amount of diphtheria 
antitoxin present in the blood of an individual and 
which provided a means of computing the suscep- 
tibility to the disease. In 1913, too, von Behring in 
Germany and Park in America introduced toxin- 
antitoxin mixtures as a prophylactic measure. The 
Schick reaction enables the physician to determine 
whether a person is susceptible to diphtheria; if he 
is susceptible, the use of diphtheria prophylactic 
enables him to be rendered immune. Various 
modifications of technique have since been 
developed; the preparation of anatoxin (or formol 
toxoid) by Ramon, of the Pasteur Institute, in 1924 
was a notable advance. 


bacillus as the Corynebacterium 


Epidemiological Considerations. 


In modern times diphtheria has been recognized 
as an infectious illness which is apt from time to 
time to attack particular localities in the form of 
protracted or recurring epidemics. After having 
been prevalent as a “dominant disease” in these 
localities for a series of years it may subside and 
the locality may remain comparatively free from the 
trouble for a time. At each outburst the bulk of the 
susceptible individuals will suffer from the disease. 
Those who recover will remain immune. It follows. 
then, that for a few years after a big epidemic the 
number of susceptible people in the community is 
relatively low, and a period of comparative ,quiet 
succeeds the epidemic outburst. 

The occurrence of the disease in South Australia 
for the past thirty years is set out in Table I. It 
will be noted that since the dig outbreak of 1921 
(2,744 cases with 123 deaths) there was a decided 
and progressive fall till 1930. In 1931 a slight rise 
occurred. Figure I illustrates the incidence and 
mortality rate of diphtheria in South Australia 
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TABLE I.. 
Diphtheria in South Australia. 
Population Cases 

Year of State. Reported. Deaths. 
1899 359,298 640 40 
1900 357,250 400 32 
1901 | 359,330 313 19 
1902 357,007 267 27 
1903 357,033 292 21 
1904 59,368 302 18 
1905 362,621 126 

1906 366,513 150 | 12 
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Ficure I. 


The incidence and mortality rate of diphtheria in South 
Australia since 1899, whee ine disease was declared 
no e, 


since 1899, when the disease was. made notifiable. 
Figure II indicates the cases and deaths in metro- 


politan and country districts respectively; the 
population of the metropolitan area is approxi- 
mately equal to that of the country. Except when 
the disease is very prevalent, it is noted that the 
incidence in the city area is far greater than in the 
country. As with most infectious diseases, the 
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Figure II. 


The incidence of diphtheria in the metropolitan area and 
in the country districts of South Australia. (The eopeerson 
of the respective areas is approximately equal.) 


crowded areas suffer most. Figures III and IV 
show the mortality rates in South Australia and 
in the hospitals of the Metropolitan Asylums 
Board (London) respectively. 

The great irregularity in the incidence of diph- 
theria from year to year is a point to be stressed, 
for it is obvious that in estimating the effect of 
any preventive measures the statistics over at least 
ten or twelve years must be reviewed. The rapid 
fall in incidence in South Australia from 1921 to 
1930 would doubtless be quoted as favourable 
evidence if an extensive campaign of active 
immunization had been going on during that time. 
It is easy to see that misleading conclusions might 
be drawn from the consideration of statistics 
covering only a few years. 


The effect of bad smells, “sewer gas” and other 
insanitary conditions, formerly regarded as having 
great influence in spreading infections, is unimpor- 
tant. Milk-borne spread of infection, and spread 
from infected animals, such as cats, are also rela- 
tively minor factors. Direct contact with sufferers 
or with “carriers” is the almost invariable source 
of the disease, 


1907 373,663 132 13 | 

1908 385,831 213 8 

1909 392/897 430 14 | 

oe 1910 406,868 1,504 40 | 

1911 | 419,392 1,076 65 

1912 | 432,947 1,141 58 

1913 444,573 1,235 | 78 ‘ 

1914 | 447,896 996 57 

| 
1917 | 446,707 1,257 87 [000 

1918 457,552 1,462 86 4 
1919 481,463 1,346 82 \ 

1920 491,006 1,623 87 \ 
1921 502,411 2,744 123 | 
1922 513,194 1,502 58 

1923 524/748 827 46 

ae 1924 538,506 657 22 ‘ 
1925 551,633 407 19 
1926 566,294 557 | 33 x 
1927 452 14 

1929 | 580,271 329 12 \ 

1930 582,127 245 2 | 
1931 | 584,968 666 13 500. \ | 
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Figure III. 
The mortality rate in South Australia expressed as a 
percentage of the cases notified. 
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Ficure IV. 
The mortality rate in the hospitals of the Metropolitan 
Asylums Board (London). (It is noted that the fall in 
mortality, which began before the introduction of antitoxin, 
has been followed by a much greater fall, and that the 
mortality rate during the last twenty years has _ not 
exceeded 10% of the patients admitted to hospital.) 


The three important factors which may influence 
spread of an epidemic are the infecting organism, 
the host community and the environment. In our 
community diphtheria has endemic-epidemic 
incidence; there are always a few cases of illness, 
but every few years an epidemic outburst occurs and 
the trouble becomes widespread. The virulence of 
the diphtheria bacillus, according to Topley and 
Wilson, has not been shown to vary definitely. They 
say that “the uncontrollable interplay of a complex 
system of unknown variables has so far proved an 
insuperable obstacle to any complete analysis of 
the data which nature presents to the student of 
epidemic disease”. 


Individual Susceptibility. 

The liability of individuals to become infected 
with the diphtheria bacillus varies greatly with age. 
Infants are said to be relatively immune, but over 
one-half of children between one and five years of 
age are susceptible. Of those between five and ten 
years 30% are susceptible, and 20% of those 
between ten and twenty years. Only about 15% 
of adults are liable to take the disease. Figure V 
shows the susceptibility of various age groups, as 
determined by the Schick test. All of these figures 
apply only to thickly populated districts. Young 
children in country districts are nearly all 
susceptible. 
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Figure V. 
The susceptibility of children of different ages to diphtheria. 
(Children of one and two years of age are most susceptible.) 


Susceptibility is estimated by the now well 
known test of Schick, in which a minute quantity 
of diphtheria toxin is injected into the skin of an 
individual and the occurrence of reaction during the 
ensuing few days is noted. It must be remembered, 
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of course, that resistance and susceptibility are but 
relative conceptions; it does not necessarily follow 
that an individual failing to react to the Schick 
test is absolutely immune to diphtheria. It is 
certain, however, that such an individual will be 
found to be protected against constitutional 
toxemia from the disease or severe infection with 
the diphtheria bacilli. A rather daring experiment 
was conducted by Guthrie and others in America 
in 1921. The throats of eight volunteers, four 
“Schick-positive” and four “negative”, were swabbed 
with a virulent culture of diphtheria bacilli. The 
four “Schick-positive” subjects developed clinical 
diphtheria. Of the four “Schick-negative”, in three 
the organism established itself in the throat, but 
clinical diphtheria did not develop; they became 
temporary carriers. The other “Schick-negative” 
subject was quite unaffected. 

Young infants, up to the age of three months, 
do not react to the Schick test. This does not 
indicate permanent immunity of the order existing 
in older children who do not react to the Schick 
test, but probably a temporary state of immunity. 
It is perhaps associated with the intake of 
colostrum. 

It is a well recognized clinical fact that a child 
who has had tonsillectomy performed is unlikely to 
develop diphtheria. An interesting circumstance 
was reported by Schick a few years ago. One 
hundred children between the ages of two and twelve 
years were found to react to the Schick test before 
undergoing tonsillectomy. Six months after this 
operation had been performed only 18 reacted; the 
remaining 82 definitely failed to react and had 
apparently lost their susceptibility. A further 
observation has been recorded, that of a series of 
40 children who reacted to the Schick test and who 
suffered from adenoids, 16 had acquired immunity 
within a month of the operation; a small control 
series showed no change. The reason for this 
development of immunity after the operative cor- 
rection of nose and throat disorders is difficult to 
see, but nevertheless the fact appears well estab- 
lished: “Tonsil removal stimulates antitoxin pro- 
duction and so aids immunization” (Park). 


Carriers. 

A patient who has had diphtheria usually loses, 
after a lapse of time, the diphtheria bacilli from 
his throat. The majority, about 75%, of patients 
will be found to be clear of bacilli within a fortnight 
of the subsidence of the throat inflammation. 
A small proportion will be found to show bacilli in 
swabs over a longer time, but the proportion gradu- 
ally decreases with the lapse of time. Figure VI 
illustrates this fact. A very small minority may 
continue to carry the germs for several months or 
even years after the illness, and these constitute 
the chronic carriers. Most of these chronic carriers 
have some recognizable gross pathological condition 
in the nose or throat, and operative treatment, such 
as tonsillectomy. will often clear up the carrying 
condition. 


Face in Carri€R- RATE. 
[Haariey & Marnn. 1929} 
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Figure VI. 
Diphtheria organisms soon clear from the throat as the 
inflammation subsides. After six weeks over 10% of 
patients still return positive swabs. With further lapse of 
time, the decrease in the carrier rate continues. 


Once detected, the pure throat carrier is no longer 
a problem. He can be dealt with finally and success- 
fully by removal of the tonsils. The nasal carrier 
constitutes a real problem, for the infected nidus is 
less accessible to treatment. Nasal carriers may 
occasionally be overlooked, so accustomed are we 
to regard diphtheria as a throat disease. In an 
outbreak in Lowestoft, England, it is recorded by 
Sir George Newman that of 64 carriers detected, 25 
were found to have the bacillus in the nose. 

The carriers were isolated in hospital and, with two 
exceptions, cleared up with simple local treatment. The 
two in question, who were suffering from pathological 
abnormalities of the nose and throat, did not clear up 
until after surgical treatment. 

It is important to test the virulence of diphtheria- 
like organisms recovered from the throats of persons 
not at the time suffering from clinical diphtheria. 
Diphtheria cannot arise from carriers harbouring 
avirulent organisms only; such persons have no 
relation to the diphtheria problem. 


Preventive Measures. 

There is no doubt that the main factor in prevent- 
ing the rapid spread of diphtheria is a community 
is the proper control of individual cases. If the 
trouble is diagnosed promptly in the individual 
patient, and if the patient is immediately isolated 
from his fellows and treated with antitoxin, then 
it is unlikely that a big epidemic will occur. 
Although swabbing of the throat in suspected cases 
does give bacteriological confirmation to a clinical 
diagnosis, the wise physician does not wait for 
the swab results before administering antitoxin. 
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If his clinical experience inclines him to the view 
that his patient’s illness is diphtheria, he treats it 
as such, and only alters his view if the bacterio- 
logical evidence is definitely against it. 


Just as the injection of a small quantity of | 


tetanus antitoxin is so valuable in preventing the 
development of tetanus from an infected wound, so 
a small amount (500 units) of diphtheria antitoxin 
will protect an individual against diphtheria. 
Unfortunately, however, such protection or passive 
immunization lasts only three or four weeks, and 
its practical value is therefore limited. 

If the diphtheria germ existed only in the throats 


of patients suffering from typical diphtheria, it | 
would be practicable to limit the spread of an | 


epidemic by ordinary simple means: isolation and 
prompt treatment of sufferers. Unfortunately, how- 
ever, a large number of atypical cases occur in 
every diphtheria epidemic, and many unsuspected 
carriers are always at large in the community, so 
the problem becomes very complicated. 

Isolation hospitals for diphtheria patients do 
little or nothing to limit an active epidemic. They 
are necessary for treating individual patients, but 
from the preventive aspect they are of limited value. 
Something more is necessary. 

In the endeavour to obtain some more effective 
protection there has developed the use of methods 
of active immunization against diphtheria. The 
toxin-antitoxin mixture has been the most com- 
monly used method, but toxoid or anatoxin is now 
being used on a large scale with encouraging results. 
Toxoid was introduced in England in 1923 by 
Glenny and Hopkins; Ramon introduced it in 
France at about the same time, under the name of 
anatoxin. 

Toxoid is found occasionally to produce inflam- 
matory reactions at the site of injection, but if a 
toxoid-arititoxin mixture is used, these reactions are 
less likely to occur. The use of toxoid-antitoxin 
floccules is a still later development, and is prob- 


ably the best form of diphtheria prophylactic at in an individual patient and the immediate control 


_ of the situation so narrowly localized. The infected 


present av ailable. The product is reported to possess 
high immunizing power, and its injection gives no 
unpleasant reactions. Another recent development 
is the precipitation of toxoid by the use of alum; 
this is said to give a product of high antigenic 
power, and its use is without risk. 

The usual procedure is to apply the susceptibility 
test of Schick and then to immunize actively those 
found susceptible. In America and on the Continent 
of Europe these methods have been very widely 
adopted. In England during the last three or four 
years active immunization has been applied in out- 
breaks occurring in some of the larger towns. The 
methods of applying active immunization are 
clearly explained in Scholes’s “Diphtheria, Measles, 
Searlatina”, and in other text books. 

Haslam, in “Recent Advances in Preventive Medi- 
cine”, is judiciously guarded in his advocacy of 


active immunization campaigns, and deplores scare | 


methods of publicity; the use of such “slogans” as 


_ overcome the enemy expeditiously yet 


“No Diphtheria by 1950” as both 


dishonest and inexpedient. 


There is no intention whatever to belittle or cast doubt 
upon the usefulness of artificial immunization against 
diphtheria, but it seems plain that caution must be exer- 
cised regarding the claims made when bringing pressure 
to bear upon the public or upon governmental authorities 
in order to induce them to take up on a large scale a 
preventive measure such as that under consideration. It 
certainly does harm to preventive medicine to have much- 
boomed and expensive procedures come far short of the 
promised result. Diphtheria immunization seems mean- 
time to be a measure suitable for employment in special 
circumstances and surroundings where it is to be expected 
that the factors summed up in Dudley’s “Velocity of 
Infection” will be such that clinical diphtheria is likely, 
and likely to spread .... 

In schools, hospitals and other institutions, particularly 
those which are residential, there is great scope for use 
of these modern methods whenever an outbreak of diph- 
theria threatens. To those who object that such a policy 
is shutting the door ef an empty stable, it may be replied 
that the modern methods, if properly applied in full, give 
such rapid and complete control of the situation that the 
objection loses all force. There is also scope for the pro- 
tective inoculation of individual children when diphtheria 
is occurring in the district in which they live; in other 
words, when the risk of diphtheria is greater than usual 
. . . but such a procedure is very different from using 
agitation or scare methods to bring about universal 
immunization against diphtheria. 


he regards 


Application of the Methods to Local Conditions. 


It is readily appreciated that methods applicable 
to the densely populated areas of the big English 


_and American cities may not be altogether suitable 


for such sparsely populated areas as our Australian 
Faced with a diphtheria ovt- 


country districts. 
| break, the public health officer must exercise due 
discretion, and from the ample armamentarium 
select such weapons as will seem most likely to 


t gracefully: 
We must beware lest we find ourselves using the 
steam hammer to crush a gnat. 


Nor in our enthusiasm for methods new ly intros 


_ duced, must we discard the older and well. -proven 


methods. Probably no single weapon is more potent 
than the early clinical recognition of the trouble 


individual must be kept apart from his fellows till 


he is clinically and bactericlogically free from 
| diphtheria. 


If this one measure were thoroughly 
and generally adopted, there would be few chronic 
carriers in our midst. This is the iesson to be 
impressed on the practising physician. 

The general public, too, must be impressed with 
its duties. The child complaining of a sore throat 
must be kept apart from his playmates until it is 
certain that he is not suffering from diphtheria. 
Apart from the health risk to the sufferer, the 
delay of a day or two may mean the spread of 
diphtheria through a school. In diphtheria, as in 
most illnesses, delays are dangerous. 

Swabbing of the throats of contacts in the homes 
and in schools is the next step. It is not always 
indicated to swab the throat of every person in a 
town, but when a child develops diphtheria, the 
throats and noses of immediate contacts should be 
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examined and swabbed. In schools the daily throat 
inspection will detect early or mild cases and bring 
children with unhealthy noses and throats under 
careful review. 

The close and active cooperation between the 
Education Department, Local Boards of Health, and 
the Central Board is an important feature of the 
methods used in South Australia in the endeavour 
to control epidemics in schools. This work has 
played a useful part in limiting the spread of 
diphtheria. 

Now, however, a number of questions demand our 
consideration. 

Are we doing enough? Statistics show that diph- 
theria in South Australia has been low in incidence 
and mild in type during the last ten years. If we 
could be assured of this happy condition of affairs 
continuing, then the thorough prosecution of our 
present methods would appear adequate. But will 
a storm follow this calm? Epidemiological con- 
siderations indicate that it will. Diphtheria is not 
dying out. Indeed, Germany and other countries 
are at present suffering very severe epidemics of 
diphtheria of a type not readily responsive to 
antitoxin treatment. 

Is active immunization desirable? In a period of 
inter-epidemic calm it may not be necessary, but 
when diphtheria begins to spread actively it would 
be wise to protect susceptible children by anatoxin 
injections. 

Is active immunization safe? Although some 
tragic accidents have marred immunization work, 
there is no risk with the methods now available if 
ordinary common sense care is exercised. 

Whom should we immunize? In most immuniza- 
tion campaigns the subjects have been of school- 
going age. It is the younger children, those between 
one and five years of age, who are most susceptible, 
and if the community is to get the most effective 
protection, these infants must be immunized. To 
immunize children over ten and adults is hardly 
worth while. 

Is preliminary Schick-testing necessary? This has 
been part of most immunization campaigns con- 


ducted among school children, but it could be dis- 
pensed with. It is certainly not necessary in dealing 
with pre-school children, for most of these are 
susceptible, and it is safe to immunize them all. 
Who is to do the work? In most countries 
medical officers of municipal or state health depart- 
ments have done it. Enlightened local authorities 
have appreciated the value of immunization in 
saving child life. They have also realized that it is 
cheaper to immunize the children than to bear the 
expense of a big diphtheria epidemic. Many health 
departments encourage parents to have their 
infants immunized by the family doctor, and this is 
a desirable arrangement. Parents who can afford it 


| should be willing to pay for the protection of their 
| children. 


Should immunization be done while an epidemic 
is raging? Although the prosecution of an active 
immunization campaign in the cities and larger 
towns would appear best conducted when no 
epidemic exists, yet it is then hardest to get public 
interest. When people find the illness actively. in 
their midst, they are most likely to heed the advice 
to have their children immunized. It is not neces- 
sary to restrict immunization to inter-epidemic 
periods, for, although full protection may take three 
months or more to develop in some persons, in 
others it may be produced in a few weeks. The 
plan of Okell, Eagleton and O’Brien (Table IT) 
for dealing with diphtheria outbreaks in institu- 
tions is most helpful. If parents are informed that 
it is possible to protect a child against diphtheria 
by two or three injections of a harmless solution, 
they will readily acquiesce when danger from 
infection exists. 

Tn South Australia interest is being aroused in 
diphtheria immunization, and two of the larger 
towns are now applying it. In June of this year the 
Port Pirie Local Board of Health decided, on the 
advice of its Officer of Health (Dr. B. G. Johnston), 
to apply the Schick test and active immunization to 
the school children of that town. So far, over one 
thousand children have been tested and over three 
hundred have been actively immunized with no 


TABLE II. 


Scheme of control, by modern methods, of outbreaks of diphtheria in residential institutions. 
Eagleton and O’Brien. 


Okell, 
On the outbreak of diphtheria in an institution: 
1. Immediately (a) Schick-test all inmates. 


(b) Swab noses and throats of all inmates. 
2. Preliminary results of these tests are available in twenty-four hours. 


This is founded on the plan of 


The inmates fall into four groups: 


A B 


Cc D 


Schick non-reactors 


Schick non-reactors 
Swab “negative” 


Swab “positive” j 


Uninfected and immune. 


carriers and must | 
These may be freed. 


till tests | 


‘These are 
be isolated 
are available. { 


disease. 


Schick reactors 
Swab “negative” 


Schick reactors 
Swab “positive” 


Susceptible and _ uninfected. 
If any doubt on clinical con- 
dition, repeat swabs. 


Probably incubating the 

Closely observe. Give 

antitoxin if throat 
develops. 


3. Immunize those in Group D. 


4. Test virulence of all == yr Sn fypeaeaaal positive and release carriers of avirulent organisms. 
e 


organisms must be kept 
5. Group 
immuniz 


6. Inspect noses and throats of all inmates twice daily till outbreak has subsided. 
isolated until all doubts are removed. 


suspicious should be 


C may contain some carriers of avirulent organisms. 


Carriers of virulent 
These persons are harmless to others, but should be 
Individuals whose condition is clinically 
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untoward symptoms whatever. At Mount Gambier 
the Local Board of Health has also adopted a 
similar plan for immunizing school children. In 
these instances the parents’ approval is obtained 
before any of the work is undertaken, and it has 
been found that the parents have been ready to 
cooperate with the authorities in the matter. 

Diphtheria has caused us little anxiety during 
the past ten years, but we must not be lulled into 
a false sense of security. In thickly populated 
centres and in residential institutions active 
immunization should be encouraged. Certainly when 
cases occur in increasing numbers all available 
methods must be used to check the spread. Health 
departments, school authorities, practising physi- 
cians and parents must all cooperate in attacking 
the epidemic; without this team work our efforts are 
futile. We have the remedies at our hand; it is to 
our shame if we fail to use them. 


ACHLORHYDRIC ANAEMIA AS A CAUSE OF PRURITUS 
VULV4E OF SO-CALLED NEUROTIC ORIGIN. 


By Brian H. Swirt, M.C., B.A., M.B., B.Ch. (Cambridge), 
F.R.C.S. (Edinburgh), F.R.A.C.S., M.C.O.G., 
Honorary Obstetrician, Queen’s Home, Adelaide ; 
Honorary Assistant Gynecologist, 

Adelaide Hospital. 


Tue condition of a persistent pruritus vulve 
causes so much ill health and despondency that any 
treatment which can be given -to unfortunate 
sufferers is well worthy of a trial, and it is for this 
reason that I am publishing this short account. 

Pruritus vulve is a symptom and the causes of 
pruritus are numerous. Howard Kelly, in his latest 
book, gives a list of twenty-two causes, and writes: 
“One or other of the following causes will almost 
surely be found.” The last cause on his list is 
headed “Neurosis”. It seems to me that to admit 
that the pruritus is purely and simply a neurosis is 
to admit that one has been unable to find the cause. 
In his excellent monograph on “Diseases of the 
Vulva” Taussig has written a chapter headed 
“Nervous Affections of the Vulva” and he takes 
up the subject of pruritus as a disease in itself, 
although he admits that puritus is a predominant 
symptom in numerous diseases. 

In most cases of pruritus, in which no cause can 
be found, there is little recognizable alteration of 
the appearance of the parts beyond the signs of 
scratching, The patients are usually women of 
highly neurotic temperament, no doubt caused by 
the continued irritation. In some cases of long 
duration there are definite areas of whiteness and 
small fissures over the labia. The condition is 
really the result of long continued irritation, and 
if the cause of the irritation be removed, the skin 
will usually become normal again. 

These patients with this pruritus of so-called 
neurotic origin, go the round of doctors and char- 
latans, spend fortunes on lotions and ointments, but 
still the pruritus remains. 


About two years ago one of these nervous wrecks con- 
sulted me and I explained to her that there must be some 
cause for the pruritus. After numerous examinations and 
the elimination of every known cause I had to fall back 
on the term neurosis. She was a very highly nervous 
woman, always having headaches and always complaining. 
She had a good complexion and the thought that she might 
be anemic never occurred to me. However, one day she 
mentioned that she had had a sore tongue. I at once had 
her blood examined and there was no evidence of pernicious 
anemia. A picture of a secondary anemia of chlorotic 
type was found. A test meal was done and no free hydro- 
chloric acid was secreted. This was most interesting. She 
was put on large doses of iron and dilute hydrochloric 
acid and she gradually improved in every way. The 
irritation lessened and the appearance of the vulva became 
normal. Her headaches got less severe and less frequent. 


Since this patient appeared I have had several 
others, all of whom have improved. 

The picture of the highly neurotic woman with 
everlasting irritation fits the diagnosis of a neurosis 
and a so-called pruritus of nervous origin, whereas 
the pruritus is only a symptom of the secondary 
anemia associated with achlorhydria. 

I have been unable to find any reference to an 
achlorhydric anemia as a cause of pruritus vulve. 
Pernicious anemia sometimes causes a pruritus and 
is usually diagnosed from other symptoms. 


Dr. Eugene McLaughlin, of the Government 
Laboratory at the Adelaide Hospital, has been doing 
the blood examinations and test meals of my cases. 
He is publishing, at a later date, his results of the 
examination of blood of achlorhydric patients, and 
he has found on questioning them that in a high 
percentage of cases there is a history of some degree 
of vulval irritation. 

I should like to suggest that in all cases of 
pruritus vulve in which the common causes have 
been eliminated, an examination of the blood be 
made, and if there is any suggestion that the patient 
may be an achlorhydric, then a test meal also be 
performed. 


Reports of Three Typical Cases. 


Mrs. S.H.C., aged thirty-five years, who had one child, 
aged six, complained of irritation for six years. It started 
during her pregnancy when she was about seven months 
pregnant. She was very sick during her pregnancy and 
had fainting turns. During the last nine months she 
had been getting very much worse. Before she became 
pregnant she was very fit and cheerful, but had not been 
well since. She had also been getting bad attacks of 
migraine. 

On general examination nothing abnormal was found. 
There were some pustules over the labia and some small 
“so-called leucoplakic” areas of white asbestos-looking 
substance on the inner surface of the labia minora. There 
was a slight vaginal discharge from a small erosion of 
the cervix, and I thought the vaginal discharge might be 
the cause of the pruritus, and so cauterized the cervix 
with the electric cautery. 

Before consulting me she had had every form of treat- 
ment and had seen numerous doctors. She had had some 
X ray treatment on the vulva, which had caused a very 
bad reaction and made the pruritus worse. 

The irritation appeared to be a little better after the 
discharge had improved, but a week later she had a bad 
attack of migraine with very bad irritation. A biood film 
was made. The hemoglebin value was 60% and the film 
was one of a secondary anemia. A test meal was done 


and there was no free hydrochloric acid in any specimen. 
She was put on large doses of ferri et ammoni@ citres 
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and dilute hydrochloric acid. The acid gave her diarrhea 
and so was stopped. She had gradually improved and the 
irritation had got very much better, and she now has 
only occasional attacks of irritation. 

Mrs. R.M.C., aged forty-three years, had one child, aged 
eleven, and had had pruritus for twelve years. She had 
had one miscarriage two and three-quarter years ago. She 
had never been ill, but got very tired and was exhausted 
easily. The pruritus started just after she was married, 
namely thirteen years ago. Her family history was 
interesting, as there was a history of pernicious anemia, 
and a sister has an achlorhydric anemia. 

On examination she was a healthy looking woman, but 
nothing abnormal was found. On vaginal examination the 
labia minora were white and covered with asbestos- 
looking material. There were fissures and numerous 
scratch marks. I diagnosed the condition as one of leuco- 
plakia and advised operation, but suggested first that her 
blood be examined and a test meal done. It was found 
that she had no free hydrochloric acid and that her blood 
film was one of a secondary anemia. She was put on 
large doses of iron,-liver and dilute hydrochloric acid. 
She had improved tremendously and only had an occasional 
attack of irritation. She is now able to do much more 
work and enjoys life without getting tired. The vulval 
condition, which I originally diagnosed as leucoplakia and 
as a precancerous condition, had completely healed and 
was now quite normal. 


Mrs. W.S., aged thirty-six years, married for five and a 
half years, had suffered with irritation since her first 
pregnancy four and a half years ago. The irritation 
started during the pregnancy and had gradually got worse, 
and was now unbearable. She had tried numerous doctors 
and remedies without relief. She had become very nervous 
and said the irritation was “getting her down”. She had 
one other child, aged three. 


On examination the introitus was a pinkish colour and 
there were numerous leucoplakic spots with small 
fissures. There was a slight white vaginal discharge. No 
definite cause could be found for the irritation. A blood 
examination was done and the hemoglobin value was 74% 
(norma! = 96), colour index was 0-64, and the film showed 
a@ secondary anemia of a chlorotic type. <A test meal 
revealed no free hydrochloric acid in any specimen. The 
red count was 5,400,000 per cubic millimetre and white 
12,000 per cubic millimetre. She was put on large doses 
of iron and liver extract, and at her last visit she informed 
ae _ irritation was much better and she felt better 
n herself. 


Discussion. 


On reviewing the histories of patients with 
pruritus, I was struck by the fact that in this par- 
ticular type of case the date of onset coincided with 
a pregnancy. During pregnancy the hemoglobin 
and the red count are lowered and there is also some 
upset in the secretion of hydrochloric acid in the 
stomach. This may be the starting point of the 
achlorhydric anemia and eventually in the altera- 
tion of the skin of the vulva. Dr. McLaughlin has 
kindly consented to go into the histories of his 
patients with anemia with regard to the onset of 
their illness and to see whether pregnancy was a 
starting point. The red blood count was not always 
lowered, but in all cases there was no free hydro- 
chloric acid in the stomach. The hemoglobin value 
was always low. The leucoplakic spots very quickly 
disappeared when treatment was commenced and 
the irritation was much relieved. 


Conclusions. 


1. One of the causes of pruritus vulve of so-called 
neurotic origin is an achlorhydric anemia. 


2. The history of the pruritus often dates from 
a pregnancy. 

3. A blood examination should be done in all 
cases of pruritus vulve in which no definite cause 
can be found. 


4. In the event of the hemoglobin being low, then 
a test meal should be done for the presence of free 
hydrochloric acid. 


5. Gynecologists and dermatologists see a number 
of patients suffering from pruritus who have been 
seen by numerous doctors. I would suggest that this 
achlorhydric anemia be remembered as a common 
cause. 
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Reports of Cases, 


SOME CASES OF 


By GrorrrEy A. PENINGTON, M.D., B.S. (Melbourne), 


Honorary Physician Attending Out-Patients, 
Melbourne Hospital. 


THE following cases of anemia are of interest from the 
point of view of diagnosis and treatment. 


Chronic Microcytic Anzmia. 


The following two cases are instances of secondary 
anemia and are in many respects comparable to Witts’s 
chronic microcytic anemia, but differ in that the serum 
contained excess of bilirubin. 


Mrs. J.C., aged thirty-two years, attended at the hospital 
on March 24, 1932, complaining of a painful ulcer on the 
leg. She stated that she had always been pale, but had 
enjoyed reasonable health, excepting during some of her 
pregnancies, of which there had been ten. There was only 
one living child, the first born. Three others had survived 
birth, but succumbed to illness during the first year of 
life; two of these were twins. Seven pregnancies had 
resulted in the birth of still-born babes at seven months. 
During the third and the last pregnancies, the latter being 
that terminating in the birth of twins, there had been 
marked swelling of the lower limbs; and the swelling 
had become generalized and necessitated rest in bed 
during the third trimester of the last pregnancy—October 
to December, 1929. In February, 1932, a sore pimple. 
developed on the lateral aspect of the right leg, and, despite 
bathing, it became worse and developed into an ulcer. On 
March 24 there was a shallow ulcer 21 millimetres (seven- 
eighths of an inch) in diameter, with a well marked edge 
and sloughy base, and it resembled a syphilitic ulcer. 
There was also marked pallor of the mucous membranes, 
the spleen was easily palpated and extended to three 
fingers’ breadth below the costal margin. The systolic 
blood pressure was 152 millimetres of mercury, the diastolic 
88 millimetres. 


However, the blood did not react to the Wassermann 
test, even after a provocative injection of “Novarsenobillon”, 
and further investigations were undertaken. Positive 
Fouchet and delayed Van den Bergh reactions indicated 
excess of bilirubin in the serum. The corpuscular fragility 


1The patients described herein were shown at a meeting of 
> ts tage 3 Branch of the British Medical Association om 
May 18, 


| 
vig: 
exa 
ery 
nor 
abn 
bei: 
: 
3 
dos 
Ma 
of 
— inf 
pa 
he 
kil 
we 
| 
m 
ca 
th 
we 
i sec 
an 
| st 
| 
| bl 
j | 84 
ex 
tu 
Wi 
Tl 
3 
fo 


29, 1932. 


THE MEDICAL JOURNAL OF AUSTRALIA. 


543 


was normal at both upper and lower limits. No bile 
pigment was detected in the urine. On April 12 blood 
examination revealed: 


Erythrocytes, per cubic millimetre 5,540,000 
Leucocytes, per cubic 5,700 
Hemoglobin value 42% 
Colour index 0-38 


The blood film disclosed definite istieaninaees of the 
erythrocytes, some anisocytosis, chiefly of microcytes and 
normocytes, and reticulocytes were less than 1%. The 
platelets were normal, and there was little differential 
abnormality of the leucocytes. The erythrocyte count 
being rather high, this was confirmed on April 15. 

An attempt was made to examine the gastric secretions, 
but the patient was unable to swallow the Rehfuss tube. 

On April 18 she was given ferri et ammonie citras, the 
dose being 2:0 grammes (thirty grains) thrice daily, and on 
May 5 blood examination revealed: 


Erythrocytes, per cubic millimetre 5,700,000 
Leucocytes, per cubic millimetre .. 8,000 
Hemoglobin value 49% 
Colour index 0-42 


Because of the slight degree of Fan er the dose 
of iron was increased to 4:0 grammes (sixty grains) thrice 
daily, and on May 14 blood examination revealed: 


Erythrocytes, per cubic millimetre 6,140,000 
Leucocytes, per cubic millimetre . 7,650 
Hemoglobin value en 10% 
Colour index 0:57 
Reticulocytes 


Marked subjective and there was 
obvious alteration of the blood condition, but the ulcer 
on the leg had not definitely improved, and a subcuticular 
infection had appeared at the side of it 


Mrs. A.A., aged forty-one years, attended at the hospital 
on April 11 with the history that she had always been 
pale, but had not suffered any serious illness, apart from 
hemorrhages following parturition. She weighed 75-6 
kilograms (twelve stone) at the age of fourteen years. 
Two years ago she noticed dyspnea on exertion, but her 
weight at that time was 113-4 kilograms (eighteen stone). 
Eighteen months ago she noticed extreme tiredness, and 
six months later she had a very severe post partum 
hemorrhage, after which she remained very pale. Three 
months ago a very severe hemorrhage followed a mis- 
carriage, and transfusion of blood was necessary. Since 
then she had been very dyspneic on exertion, and very 
weak. She was troubled by heartburn and right sub- 
scapular pain until three months before, and since then 
had had flatulence. There had been nine pregnancies, 
including two miscarriages, and there was no history of 
anemia in parents or collaterals. 

On attendance at hospital, examination revealed a very 
stout woman with slight lemon-yellow coloration and pale 
mucous membranes. The fundi were healthy, the systolic 
blood pressure was 124 millimetres of mercury, the diastolic 
84 millimetres. The spleen was just palpable at the first 
examination. She was unable to swallow the Rehfuss 
tube. The blood did not react to the Wassermann test. A 
positive Fouchet and delayed Van den Bergh reaction 
were obtained, the serum containing 3-0 units of bilirubin. 
The corpuscular fragility was slightly increased, there being 
a trace of hemolysis in 0:5% saline solution, the control 
being unaltered. The blood picture on April 16 was as 


follows: 
Erythrocytes, per cubic millimetre 3,200,000 
Leucocytes, per cubic millimetre ee 8,900 
Hemoglobin value 27-77% 
Colour index 0-43 


There were less than present, and 
anisocytosis in the direction of microcytes and normocytes; 
definite hypochromia and moderate poikilocytosis were 
noted. There was relative lymphocytosis, there being 
33:5% lymphocytes. 


1Since the meeting the ulcer rapidly improved and healed. 


Prior to attendance at the hospital she had been taking 
half a pound of liver daily, but had noticed very little 
alteration in her condition; and the reticulocyte count 
being very low, it appeared that it had had little effect. 
Accordingly, she was given 6-0 grammes (ninety grains) 
of ferri et ammonie citras daily, and a rapid subjective 
improvement had occurred, while blood examination on 
May 5 revealed: : 


Erythrocytes, per cubic millimetre 4,240,000 
Leucocytes, per cubic millimetre . 9,900 
Hemoglobin value 41% 
Colour index 0-48 


The basal metabolic rate was one to be -—12%, and 
accordingly she was given thyreoid extract 0-03 gramme 
(half a grain) thrice daily from May 12. In this case, in 
addition to the excess of bilirubin in the serum, there was 
a small amount of bile pigment and an excess of urobilin 
in the urine. 


Comment. 


Chronic microcytic anemia described by Witts is an 
obscure anemia of low colour index, in which microcytes 
and hypochromia are prominent. It occurs predominantly 
in females during the age of reproduction, and is suscep- 
tible of great improvement with adequate treatment. No 
definite cause of the anemia can be found, but loss of 
blood aggravates the condition. Reproduction is often at 
fault, and relative sterility, miscarriages and post partum 
hemorrhages are common. An asthenic diathesis is 
frequently present, and there is inadequate and subnormal 
blood formation. 

In Witts’s anemia the bilirubin content of the blood is 
not increased, and the number of red corpuscles is 
decreased, though to a much less degree than the hemo- 
globin content. The average number of erythrocytes is 
3,500,000 per cubic millimetre, the hemoglobin value 35%, 
and the colour index 0:5; but in some cases the red cells 
are normal in number. Reticulocytes are within normal 
limits, and occasionally the fragility of the red cells is 
increased until recovery from the anemia occurs. The 
leucocytes show no differential abnormality, the platelets 
are unaffected. The spleen is enlarged in about one-third 
of the cases, and the enlargement recedes with recovery. 
The bone marrow is in a state of hyperplasia, with excess 
of normoblasts, and returns to its normal state with 
successful treatment. 

The duration of the anemia before attendance is 
indefinite, because of its insidious development, but there 
may be a brief history, as in those cases which become 
manifest after an illness or a confinement. The average 
duration of symptoms is five to ten years, and the natural 
tendency is for the anemia to become progressively worse 
during the child-bearing period, with exacerbations in 
pregnancy and a spontaneous recovery after the menopause. 

The diet is often found to be poor in animal protein. 
Oral sepsis is common, appears to play little part in the 
causation of the condition, and is more often the result 
of the decreased resistance to infection, which also favours 
skin lesions, glossitis, dysphagia and gastritis. Achlor- 
hydria or hypochlorhydria is present in 81% of cases, but 
the secretion of chlorides and pepsin is usually not 
diminished to the same degree as in pernicious anemia. 
The achlorhydria, when present, precedes the anemia and 
remains after its cure; it results in a decreased appetite 
for iron-containing foods, and -probably a decreased 
absorption of iron, but is insufficient in itself to cause the 
anemia. 

The Plummer-Vinson syndrome of anemia and dysphagia 
- = in about 15% of cases, and glossitis is present 

n 

It resembles chlorosis because of the blood picture, sex 
incidence, tendency to relapses, and response to iron 
therapy, but differs in its age incidence, relation to sex 
activity and fecundity, and the gastric secretions. 

The prognosis is good with adequate treatment, which 
consists of the use of large doses of iron for a prolonged 
period. The iron is given by mouth, and the minimum 
daily doses are 4:0 grammes (sixty grains) of ferri et 
ammonie citras or 2:0 grammes (thirty grains) of Blaud’s 
pill. Effective treatment usually takes three months, and 
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one year may be necessary, but in any case it is persisted 
in until the hemoglobin value rises to 80%. Liver is 
without effect, copper plays no part, transfusion is 
occasionally necessary as a temporary measure. Rest in 
bed is sometimes needed in the severe cases. The diet is 
varied, with red meat daily. Focal sepsis is attended to, as 
it delays the response to treatment and aggravates any 
- glossitis, which usually improves with the anemia. 

It is suggested that Mrs. A.A.’s anemia was possibly 
due to temporary exhaustion of the bone marrow by the 
hemorrhages, and that subthyreoidism was a contributory 
factor, but the rapid response to iron prior to the adminis- 
tration of thyreoid substance, the long history, typical 
blood picture, and increased corpuscular fragility support 
the diagnosis. 

With Mrs. J.C. the possibility of acholuric jaundice 
must be remembered, and it is well to stress the importance 
of a high reticulocyte count in that condition. The increase 


of pigment in the serum was due in all probability to a 


disturbance of pigment metabolism, and may be compared 
to hyperglycemia in defective carbohydrate metabolism. 


Secondary Anzmia. 
H.R., a male patient, aged thirty-two years, suffered from 


bleeding hemorrhoids for twelve months, dyspnea for | 


three months, was constipated, and was losing weight for 
twelve months. 
were injected in an attempt to control the bleeding. Black 
stools were passed during the two days prior to attendance 
at the hospital on April 18, 1932. 

Examination at that time revealed pallor of the mucous 
membranes, the conjunctive were bluish, the tongue pale 
and flabby. The systolic blood pressure was 145 and the 
diastolic pressure 90 millimetres of mercury; the pulse 
rate was 96 per minute. The liver edge was palpable 
one and a half fingers’ breadth below the costal margin, 
the spleen was easily felt, and there was slight edema 
of the feet. 

Occult blood was present in the feces, the corpuscular 
fragility was normal. The blood did not react to the 
Wassermann test, but there was a delayed Van den Bergh 
reaction and a positive result to the Fouchet test, there 
being three units of bilirubin in the serum. There was 
no excess of urobilin in the urine. He was unable to 
swallow the stomach tube. 

Examination of the blood revealed: 

Erythrocytes, per cubic millimetre 4,380,000 

Leucocytes, per cubic millimetre .. 5,580 
Hemoglobin value .. .. .. .. 45% 
Colour index .. : 0- 52 


The blood film showed ‘2-496, slight aniso- 


cytosis, definite hypochromia, polychromatophilia, and very 
little poikilocytosis. The platelets were normal. There 
was a shift to the left in the Schilling count. The dif- 
ferential white count was as follows: 
Neutrophile polymorphonuclear cells 
Eosinophile cells 
Old metamyelocytes 
Monocytes 
Lymphocytes 


He was given a mixture entius small doses of iron 
and arsenic during the course of these investigations, and 
made little headway during that time. On May 5 he was 
given 40 grammes (sixty grains) of ferri et ammonir 
citras thrice daily, but he continued to lose bright blood 
per rectum and stopped taking the mixture. He claimed 
that the bleeding then ceased, and he has been able to 
resume the medicine with benefit to his general condition. 
The spleen decreased in size and was not palpable on 
May 16. 

On May 12 the blood findings were: 
Erythrocytes, per cubic millimetre 
Leucocytes, per cubic 

Hemoglobin value tes 
Colour index... .. 


46-5% 
05% 
11-:0% 


4,810,000 
4,900 
61% 

0-63 


The reticulocytea had “46%, and the only 
differential abnormality of the leucocytes was the monocyte 
count of 13-5%. 


Two weeks previously the hemorrhoids | 


Comment. 

It is considered that the bleeding was the cause of the 
anemia; but the low leucocyte count, the possibility of 
bleeding from high up in the alimentary tract, the splenic 
enlargement, and positive Van den Bergh reaction make it 
necessary to keep the patient under observation in order 
to exclude splenic anemia. 

The splenic enlargement in this and the preceding cases 
may be associated with bone marrow hyperplasia. It is 
possible to have hyperplasia of the bone marrow without 
evidence in the blood stream, and anemia is often 
prolonged after splenectomy. 

Witts has pointed out the necessity for the suspension 
of iron therapy temporarily if menorrhagia occurs, and 


this patient’s statement of the aggravation of bleeding 


with the large doses of iron was possibly of definite 
significance. 

The case assumes added importance when compared with 
the early history of the following patient. 


Banti’s Disease. 


M.O’S., aged sixty-two years, was admitted to hospital 
on May 31, 1928, with the history that twenty years 
previously he had suffered from indigestion for two years. 
In 1921 he collapsed suddenly and later passed tarry 
stools. In 1923 he commenced to suffer from intermittent 
attacks of indigestion, with remissions of two to three 
months’ duration. ‘There was no actual pain, but marked 
discomfort occurred two hours after meals, with a feeling 
of hunger. It sometimes prevented him going to sleep, 
but did not waken him. Five months prior to admission 
to hospital he had a severe epistaxis, and three days 
before had vomited a large quantity of blood. 

Examination at that time had revealed no definite cause 
for the hematemesis, but the spleen was reported to be 
easily palpated. The blood did not react to the Wassermann 
test, and examination with the barium meal revealed no 
evidence of an organic lesion of the alimentary tract. He 
was treated as suffering from a peptic ulcer until 
abdominal distension and ascites appeared in August, 1928, 
followed by bleeding per rectum, and the diagnosis was 
then changed to cirrhosis of the liver, no blood counts 
having been done, despite the persistent splenomegaly. 

In September, 1931, he returned to hospital with 
hematemesis and melena, and the blood was examined, 
the results being: 


Erythrocytes, per cubic millimetre 3,270,000 
Leucocytes, per cubic millimetre .. .. 1,800 
Hemoglobin value 
Colour index .. .. . 0:8 


There was slight lymphocytosis, 
and a shift to the left in the granular series (Schilling). 


The differential white count was as follows: 


Neutrophile polymorphonuclear cells 
Eosinophile polymorphonuclear cells 
Old metamyelocytes 
Monocytes . 

Lymphocytes 

There was therefore the sinaniias picture of Banti’s 
disease—splenic anemia which had progressed to the third 
stage of cirrhosis of the liver and ascites. The blood 
picture was typical, a mild secondary type of anemia with 
leucopenia and relative lymphocytosis. 

The patient was very ill, and after blood transfusion 
laparotomy was performed by Dr. B. T. Zwar. The liver 
and spleen were found enlarged and cirrhotic, but the 
patient was too ill for splenectomy to be attempted, and 
omentopexy was performed. Little improvement resulted 
from the operation, however, and paracentesis was neces- 
sary each second week until March 3, 1932. On this date 
he was given chloride of ammonia, 2:0 grammes (thirty 
grains) thrice daily, and three days later “Novasurol’’, 
one cubie centimetre, was given intramuscularly with 
resultant diuresis. He has continued taking the chloride 
of ammonia and has not required paracentesis, but there 
is evidence of increased dental caries, and it is suggested 
that a negative calcium balance, due to the continued use 
of this salt, is probably largely responsible for this. 
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Comment. 


The patient is still a sick man, pale, wasted, and rather 
feeble, with abdominal distension and ascites. I am hopeful 
that with energetic treatment it may be possible to improve 
his general condition and thus make it feasible to attempt 
splenectomy. This operation is often of great walue, even 
in advanced cases of Banti’s disease. The case illustrates 
the difficulty of diagnosis in the early stages of splenic 
anemia and the close simulation of an organic lesion of 
the alimentary tract; it also emphasizes the necessity for 
a complete blood examination in cases of hematemesis or 
melena, especially if associated with splenomegaly. 
Omentopexy alone is of little avail, but the diuretics used 
have proved of value.* 


Pernicious Anzemia. 


Mrs. A.B., aged seventy years, was first seen on May 5, 
1932. She had been operated upon eight years previously 
for intestinal obstruction due to a gall-stone impacted in 
the small intestine, and cholecyst-duodenostomy was 
performed. After a stormy course she made complete 
recovery and enjoyed good health until ten months ago, 
when weakness, tiredness, poor appetite, insomnia and 
dyspnea on exertion became noticeable. More recently 
she had suffered from a choking sensation and a sense of 
constriction over the upper portion of the left side of 
the chest on exertion. Difficulty in swallowing developed, 
and she was unable to swallow solid food. Frequency of 
micturition was present, also constipation. There was a 
slight tingling sensation of the feet. She had a sore tongue 
twelve months previously, and had lost 12:6 kilograms 
(two stone) in weight during twelve months. There was 
no family history of anemia. 

Examination disclosed definite lemon tinting of the skin 
and conjunctive. The tongue was smooth and slightly 
glazed, there being some atrophy of the papille, and there 
was slight pigmentation of the lateral aspects. The systolic 
blood pressure was 130 millimetres of mercury, the diastolic 
70 millimetres. The ocular fundi were healthy. A systolic 
bruit of hemic type was audible over the’ precordium. A 
large incisional hernia was present in the right epigastrium, 
the liver was palpable two fingers’ breadth below the costal 
margin, and the spleen was palpable. A movable, pliable 
mass was palpable in the epigastrium and to the left of the 
middle line, and its shape suggested transverse colon or 
pylorus. There was impaired joint and vibration sense in 
both lower limbs, but no other abnormal neurological 
sign was detected. The urine was normal. 

A fractional test meal, given when the patient first 
attended hospital, revealed achlorhydria for two hours, 
the duration of the test. Mucus was absent throughout, 
no lactic acid was present; blood and bile were present 
in several specimens. No abnormality was detected in 
the stomach or duodenum with the barium meal. The 
blood did not react to the Wassermann test. Fouchet’s 
test gave a positive result, and a delayed Van den Bergh 
reaction was obtained, there being 4:5 units of bilirubin 
present. Examination of the blood revealed: 


Erythrocytes, per cubic millimetre 
Leucocytes, per cubic millimetre .. 
Hemoglobin value 

Colour index 


The percentage of reticulocytes present was 1-4, no 
nucleated red cells were seen, and there was definite 
macrocytosis with some microcytes and slight poikilo- 
cytosis and polychromatophilia. There was_ relative 
lymphocytosis and a shift to the right (Arneth) in the 
granular series, as shown in the following tables. 


1,640,000 
3,500 


Comment. 

It appeared that the diagnosis of pernicious anemia made 
in this case was correct. The patient was put to bed and 
given half a pound of liver daily. Subjective improvement 
occurred almost immediately, and seven days later the 
number of reticulocytes had risen to 196%. A good 
prognosis may be given. 


1 Subsequently this patient died following severe hematemesis, 
and autopsy confirmed the diagnosis. 


Differential Leucocyte Count. 


Normal 
(Schilling). 


Blood Cell. Patient. 


o 


Neutrophile polymorpkonuclear cells 
Eosinophile polymorphonuclear cells 
Basophile polymorphonuclear cells 
Old metamyelocytes 

Young metamyelocytes 

Myelocytes 

Myeloblasts 

Monocytes 

Lymphocytes 


oo 


Arneth Index. 


Number of Segments in Nucleus. 


Subject. 


5 
Patient 5 


The corpuscular fragility was normal. 


The case was a classical example of pernicious anemia, 
and blood films showed the important differential. points. 
Mention may be made of the use of hog’s stomach and of 
liver extract for administration by oral and intramuscular 
or intravenous routes in resistant cases. 


Subacute Combined Sclerosis: Pernicious Anzemia. 

The next case was an example of subacute combined 
degeneration of the cord with pernicious anemia. The 
patient was shown at the meeting by the courtesy of 
Dr. Konrad Hiller. 

Mrs. E.L., aged sixty years, was admitted to hospital on 
April 9, 1932. She had suffered from flatulent indigestion 
for many years, and had had a sallow complexion for some 
months. Twelve months ago she noticed a painful sensa- 
tion of “pins and needles” in the hands, commencing in 
the left and extending to involve both hands and legs. 
At the same time there was painful swelling of the left 
wrist and both knee joints, apparently due to arthritis. 
Dyspnea was present if the patient walked up hill. Six 
months ago weakness of the legs caused her to fall forward 
in the street, and the weakness became progressively 
worse since then, until two weeks before admission to 
hospital it compelled her to remain in bed. She could 
still move her legs then, but was unable to walk. 

On the patient’s admission to hospital superficial 
glossitis was present, but general examination revealed 
findings which were otherwise within normal limits. 
Examination of the neryous system revealed the typical 
signs of subacute combined degeneration of the cord. The 
lower limbs were rather spastic and there was loss of 
power without wasting. Movements were slow and difficult. 
Tendon reflexes in the upper limbs were normal. The 
knee jerks were hyperactive, the left more than the right. 
The ankle jerks were hyperactive and equal, and markec 
ankle clonus was present. Of the superficial reflexes, the 
right epigastric was the only abdominal reflex elicited. 
Both plantar reflexes were of the Babinski type. 

Appreciation of light touch and two-point discrimination 
were impaired on the hands. In the lower limbs, joint 
sense, vibration sense, two-point discrimination, thermal 
sensibility, and appreciation of light touch were all grossly 
impaired. There was a slight diminution of pain on 
pressure, but hyperalgesia to pin prick. 

A fractional test meal disclosed achlorhydria, and no 
mucus was present in the specimens. 

Blood examinations were made on April 10 and May 5. 
The findings are shown in the following table. 

The films showed macrocytosis with a few poikilocytes 
and polychromatophiles, a relative lymphocytosis, and a 
shift to the right (Arneth). 

Analysis of the neurological signs revealed evidence of 
involvement of the pyramidal tracts, posterior columns, 
and spinothalamic tracts, and the characteristic blood 
picture of pernicious anemia confirmed the diagnosis. 
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Date of Examination. 


Feature of Blood. April 10. 


Hemoglobin value 

Erythrocytes, per cubic millimetre, 
Leucocytes, per cubic millimetre ..! 
Colour index 

Reticulocytes 


Differential White Count— 


OGid metamyelocytes 
Monocytes 
Lymphocytes 


April 10 .. 
may 


Despite the administration of one pound of liver daily, 
and an improvement in the blood, there had been no 
change in the neurological signs since admission to 
hospital. The patient, however, felt that she had improved 
and was not so weak as previously. 

In the majority of cases of this condition little improve- 
ment can be hoped for, as the degeneration is irremediable. 
The symptoms which had improved were those due to the 
anemia per se, and improvement had been parallel to the 
change in the blood. 

I have seen one instance of the partial recovery of a 
bed-ridden patient, a female, who improved sufficiently to 
perform her ordinary duties and had not relapsed during 
three years. It is therefore advisable to persevere with 
adequate treatment for a prolonged period, and with 
massage. 

In neither of the above cases was histamine given during 
the course of the test meal, but the absence of mucus from 
the gastric contents is considered to be an indication of 
achylia gastrica. Castle has shown the necessity for 
continued liver diet to prevent relapse of the anemia. 


iin 


Reviews. 


DISEASES OF THE CHEST. 


THE experience which Philip Ellman has gained as 
physician in charge of two London chest clinics makes 
him well equipped to write on “Chest Diseases in General 
Practice”. These chest clinics function under the egis 
of the. Ministry of Health and serve as consulting centres 
to which the panel practitioner may refer difficult problems 
in the diagnosis and treatment of his patients with chest 
conditions. Such problems tend in large part to revolve 
round pulmonary tuberculosis; hence, as is but natural, Dr. 
Eliman’s book deals very largely with the diagnosis, 
prognosis, treatment and prophylaxis of that condition. 
Even in those sections dealing with non-tuberculous 
disease the author’s outlook is coloured by his tuberculous 
experience. This in itself lends additional value to his 
book; as Dr. Ellman points out in his opening chapter, 


1“General Practice Series: Chest Diseases in General Prac- 
tice, with Special Reference to Pulmonary Tuberculosis’, 
iman, M.D., M.R.C.P., with Foreword by S. L. C 
., C.MLG., M.D.; 1932. London: H. K. Lewis and Company, 
4 4 Demy 8vo., pp. 281, with 1382 illustrations. Price: 
s. ne 


always the most important question which faces the 
general practitioner dealing with chronic chest diseases 
| must be: “Is this tuberculosis?” 

| In a book of only 250 pages, very many of which are 
| oceupied by illustrations, it is naturally not possible to 
cover the huge field of thoracic disease in anything like 
a comprehensive manner. The chest specialist. or the 
consulting physician will not, therefore, find in the book 
anything to pique his curiosity or challenge his interest. 
The general practitioner, on the other hand, will find a 
sound and level-headed presentation of current English 
views on chest disease. Certain chapters in particular 
will probably clarify his own views most helpfully and 
will serve to remind him of many diagnostic or therapeutic 
points which may have escaped his attention or have 
slipped from his memory. The chapter on early diagnosis 
is a model of its kind. The chapter on differential diagnosis 
may well prove of great assistance in the difficult case. 
The chapter on prevention of pulmonary disease should 
be taken to heart by every family physician and by every 
health officer in Australia. 

In the complicated and difficult question of the treatment 
of pulmonary tuberculosis the book can, by reason of its 
limited scope, act only as a signpost. Speaking generally, 
our opinion is that this signpost points fairly consistently 
in the right direction. A few points provoke argument. 
The author’s experience with “Sanocrysin” has apparently 
been somewhat more encouraging than that of many of 
his contemporaries. His enthusiasm for calcium gluconate 
is epen to similar criticism. In his indications fer collapse 
therapy, on the other hand, he may well be regarded as 
unduly conservative. Few physicians dealing with large 
numbers of tuberculous patients would endorse his state- 
ment that not more than 5% of such patients are suitable 
for this form of treatment. 

A special word of praise is due for the excellence of 
the illustratiens. In addition to a number of other 
pictures and diagrams nearly a hundred skiagrams are 
reproduced; most of these are accompanied by singularly 
clear illustrative diagrams. The illustrations will . be 
found by many the most attractive feature of a well- 
produced. book. 


‘INSTINCTS AND EMOTIONS 


THE “Contemporary Library of Psychology” seeks to 
present the whole range of psychology in a number of 
separate volumes, each one dealing with a particular 
aspect of the subject. “The Mind in Action”, one of the 
series, has recently been published.! It deals mainly with 
the instincts and emotions and is more or less a survey 
of the modern teaching, popularized by McDougall, of the 
profound influence of the instincts and emotions on the 
behaviour and conduct of man. The book, which has been 
written mainly for “Students and for ... the public who 
take a keen and intelligent interest in the subject’ does 
not, therefore, lend itself to a critical review. Although 
the author is a psychologist, he has presented his subject 
with comparative clearness. Whilst the book is much 
easier to read than most modern books on psychology, it 
nevertheless follows the style so slavishly followed by 
psychologists, medical and non-medical. A reader expects 
any work dealing with the mind to be complex and difficult 
to follow, yet at times he would wélcome less verbiage and 
greater simplicity. We are iconoclastic enough to believe 
that psychologists often obscure their meaning with an 
excessive vocabulary and unnecessary explanations. We 
would welcome the genius who would put the subjects on 
a simplified and comprehensive basis. Until the advent 
of such an author this book can be confidently recom- 
mended to anyone who is interested in the study of 
instincts and emotions, and of their infiuence on the mind 
and actions of man. The publishers are to be complimented 
on the exceptionally fine printing and binding. 


1“The Mind in Action: A Study of Motives and Values”, by 
A. C. Garnett, M.A., Litt.D.; 1931, London, Nisbet and Company. 


Demy 8vo., pp. 288. Price: 5s. net. 
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SATURDAY, OCTOBER 29, 1932. 


All articles submitted for publication in this journal 
should be typed with double or treble spacing. Carbon 
copies should not be sent. Authors are requested to avcid 
the use of abbreviations and not to underline either words 
or phrases. 

References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, 
full date (month, day and year), number of the first page 
of the article. If a reference is made to an abstract of a 
paper, the name of the original journal, together with 
that of the journal in which the abstract has appeared, 
should be given with full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction, are invited to 
seek the advice of the Editor. 


EXCRETION UROGRAPHY. 


In this issue of the journal are published two 
papers on excretion urography read before the New 
South Wales Branch of the British Medical Associa- 
tion, one written by Dr. Alan F. Oxenham and the 
other by Dr. R. J. Silverton. In the issue of 
August 13 there appeared a summary of a paper on 
pyelitis and renal pain, read at a meeting of the 
Victorian Branch by Dr. J. Leon Jona. While Dr. 
Jona’s paper was not concerned entirely with 
excretion urography, he made more than passing 
reference to it. These papers are of considerable 
importance, because they bring before the general 
practitioner a means of examination which is 
destined to become, if, indeed, it has not already 
become, an integral part of the investigation of the 
urinary tract. It is more than a pity that the 
Branch meetings were not largely attended. Apart 
from discouraging men who devote a great deal of 
time and trouble to the writing of papers, and who 
spend money in the preparation of lantern slides, 
general practitioners lose much by not attending 
meetings of this kind. More can be learned from 
the spoken word and from the demonstration and 
detailed explanation of lantern slides than from 
reading . printed papers and_ studying their 
accompanying illustrations. 


Several points of importance emerge from the 
papers of Dr. Oxenham and Dr. Silverton, and from 
the subsequent discussion. In the first place, 
excretion urography, particularly if “Uroselectan 
B” is used, is a safe procedure, and there are few, 
if any, contraindications to its use. These conr- 
clusions agree with those of other writers. In the 
second place excretion urography must be used in 
conjunction with other methods of examination. 
Sometimes it will be self-sufficient, sometimes its 
use will be unnecessary, sometimes it will confirm 
doubtful findings. Dr. Colin Macdonald, in the 
discussion at the Melbourne meeting, said that he 
felt that intravenous uregraphy would never 
entirely replace the retrograde method. R. J. Willan 
and J. H. Saint, writing from the Royal Infirmary, 
Newcastle-upon-Tyne, in The British Journal of 
Surgery of April, 1932, stated that: 

At the present time intravenous pyelography is often 
disappointing, owing largely to its uncertain results. It 
sometimes fails to show a shadow even when other inves- 
tigations show the kidneys to be healthy. Even when 
successful, the shadows are often of insufficient density to 
show the finer detail of the calices, making diagnosis 
exceedingly difficult or impossible, even to those skilled 
in the reading of pyelograms. 

While Dr. Oxenham stated emphatically that 
intravenous urography was not intended to displace 
the cystoscopic method of examination, he believed 
that it should be the standard method of examina- 
tion of patients suspected of having any gross 
abnormality of the upper part of the urinary tract. 
It may be concluded that excretion urography 
should be placed in the same relationship to urinary 
tract examination as cholecystography occupies in 
examination of the biliary tract. It is not to be 
looked upon as a procedure complete and perfect 
in every detail; research is still being carried out, 
and before long radiologists will doubtlers have at 
their disposal substances more suitable even than 
“Uroselectan B”, and substances which may be 
given by mouth instead of by the intravenous route. 


Since excretion urography is to occupy such an 
important place in urinary tract examination, it 
follows that a medical practitioner referring a 
patient to a radiologist should not ask merely for a 
plain skiagram of the urinary tract. If the 
radiologist’s hands are tied in this way, unneces- 
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sary delay and inconvenience and even harm to the 
patient may be caused before complete radiological 
examination is made. Under ideal conditions the 
medical practitioner and radiologist would discuss 
the matter, but, if this were impossible, a complete 
clinical history should be sent to the radiologist 
with the patient. Further, the radiologist must not 
be an “occasional” radiologist—one of the type of 
those who “do their own radiology” and who are 
unskilled in the interpretation of a film. 

Reference to this subject in these columns will 
not have been made in vain if general practitioners 
realize that excretion urography is not, as those in 
and around Sydney seem to think, an esoteric term 
to be understood only by radiologists and urological 
surgeons. 


Current Comment. 


INTERMITTENT HEADACHE. 


In all probability it would be as correct to speak 
of “the migraines” just as neurologists now refer to 
“the epilepsies”. Clinicians are familiar with various 
types of migrainous attacks. The group associated 
with hyperpiesia is well known, also that due to a 
recurring internal hydrocephalus caused by 
neoplasm or other definite pathological state. 
Possibly, as time goes on, that large vague group 
that at present appears to be capable of a purely 
symptomatic definition will be subdivided on an 
etiological basis. In women who are the victims of 
migraine, the exacerbation of the headache at the 
time of the menstrual period is often noted. A. P. 
Thomson discusses this subject.’ 

Thomson’s first patient observed suffered 
extremely prostrating attacks, during which she 
was pale and shocked. No abnormality was found 
on physical examination or in the history, except 
that scanty menstruation was complained of. 
Investigation of the serum calcium content revealed 
-that this was lowered during the paroxysms, but the 
administration of calcium and parathormone 
afforded no relief. On the assumption that there 
might be a pituitary insufficiency, a trial was made 
of the ovarian follicular hormone. Complete relief 
was obtained from the headaches, provided three 
injections of westrin were given each month. This 
result was proved not to be due to suggestion by 
substituting an inert fluid unknown to the patient, 
whose headaches promptly recurred. A radiograph 
of the skull showed an apparently complete calcifica- 
tion of the diaphragma. sella. 

Thomson then pursued the subject further and 
collected twenty-five cases of intermittent headache 
in women. All the attacks of these women lacked 


1The Lancet, July 30, 1932. 


the visual phenomena of the classical ophthalmic 
migraine, but possessed the common feature of 
being subject to exacerbation at the time of the 
menstrual period. In seventeen of these patients 
abnormalities of the sella turcica were demonstrated 
by radiological studies. The most frequent finding 
was more or less ossification of the interclinoid 
ligaments. Thomson also inquired into the normal 
anatomy of the sellar diaphragm. He states that 
the conventional anatomical description of this 
structure is incorrect; that it is not a fold of 
dura mater almost completely roofing in the sella, 
but consists of a series of crescentic folds leaving 
a more or less wide opening. If swelling of the 
pituitary gland occurs at the time of menstruation, 
as experimental work suggests, a rise in intrasellar 
pressure can take place only if the diaphragm is so 
formed as to be a fairly complete roof to the fossa. 
This Thomson claims to be the cause of the head- 
aches in his patients and he strengthens his conten- 
tion by producing evidence of interclinoid ossifica- 
tion, as stated above, and also evidence of the 
inheritance of sellar abnormalities, as borne out 
by radiological examination of a mother and 
daughter who had identical symptoms at the 
corresponding periods of life. The parallel is also 
drawn with cases of pituitary tumours where 
intense co-menstrual headache had also been 
observed. In treatment, Thomson reports good 
results from the monthly injection of ovarian 
hormone. As the outcome of his experience he 
recommends “Theelin”, given in a series of three 
injections (each of one cubic centimetre, equivalent 
to fifty rat units) in the week preceding menstrua- 
tion, or, where the headaches occurred at other 
times than the catamenial periods, two or three 
injections each week. 

This work is suggestive, and further observations 
should be made. Much of the work done on the 
subject of the pituitary hormones of recent years 
has been illuminating rather than helpful to the 
general practitioner, but here is a distinct pos- 
sibility, that a definite syndrome capable of 
relief will be defined. 


PROSTITUTION. 


In the July, 1932, issue of The Shield, a journal 
published by the Association for Moral and Social 
Hygiene, Great Britain, there appears an article by 
Margaret Noble, entitled: “Is Russia Solving the 
Problem of Prostitution?” The title is arresting. 
Margaret Noble’s article is a discussion of two other 
articles which have appeared elsewhere. One of 
these, by Virginia Murray, entitled: “The Relation 
of Prostitution to Economie Conditions”, appeared 
in the Journal of Social Hygiene, an American 
publication. The other, on prostitution in Russia, 
was by Dr. Frankwood E. Williams; it was pub- 
lished in the Survey Graphic, and an extract from 
it appeared in the Journal of Social Hygiene. 

Margaret Noble points out that Virginia Murray 
is Director of the New York Travellers’ Aid Society 
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and is therefore in a position to initiate investiga- 
tions in the cities of America. Virginia Murray 
states that the financial depression has driven many 
hungry and destitute women to prostitution, either 
because there is no work for them or because the 
work offered to them leads to that end. She paints 
a horrible picture of the employment >f girls as 
waitresses, cigarette girls and “hostesses” at dance 
halls and night clubs, and of the inevitable result 
on account of the “insistent immoral proposals of 
the patrons”. America, she points out, is the 
wealthiest and mostly highly organized and 
industrialized individualist nation in the world. 
America is, of course, not alone in possessing a 
problem of this kind. It is not necessary to be a 
specialized student of social problems to realize 
this. In America there is no “dole” and there is no 
Poor Law assistance for the workless. The remedies 
offered by Virginia Murray are summarized as 
follows: 

“Elimination of the dangerous elements which spring up 
in commercialized recreation and amusements”, and the 
“safeguarding of practically all forms of them by 
ordinance or statute”; “better regulation and closer 
supervision of public pool parlours and other game rooms 
frequented by men only”; making the community actively 
aware of the need “for law enforcement through channels 
which the public officials respect”; “a greater integration 
of voluntary preventive and protective activities to help 
public officials in law enforcement”. 

This programme is one of “law enforcement” or 
protective legislation. 

Turning to Russia, Margaret Noble quotes 
extracts from the Survey Graphic. At the time of 
the revolution in Russia there were supposed to be 
25,000 prostitutes in Moscow. Immediately after 
the revolution prostitution was made illegal by 
decree and prostitutes were no longer registered. In 
1924 the first prophylactorium for prostitution was 
organized and it was estimated that there were 
5,000 prostitutes in Moscow; by 1928 this number 
had dropped to 3,000, and it is now believed that 
there are no more than 400 to 500. At the prophy- 
lactorium the women are taught that they have a 
place in the scheme of things, that they are the 
only ones who feel that they are unimportant and 
no good, that they not only have a place, but are 
needed in that place. To this end the women are 
encouraged to learn to read and write and to become 
qualified workers. This is, as Margaret Noble points 
out, mental hygiene. 

The first thing that occurs to the mind of any- 
one reading this account of Russian happenings is 
whether it can be believed. There is no reason why 
it should not be believed. At least it is reasonable 
to presume that if women earn their living by work 
in factories or elsewhere, they will not be tempted 
to sell their bodies to provide the necessities of 
life. At the same time credence must be given to 
the stories of the departures made in Russia from 
recognized moral standards—the destruction of 
home life, frequent abortion and ease of divorce, 
and so on. If general promiscuity is being substi- 
tuted for legalized prostitution, it can scarcely be 
held that the problem of prostitution is being solved. 


Little can be gained by discussing further the state 
of affairs in Russia. The point that Margaret Noble 
wishes to make is that prostitution, at least on the* 
woman’s side, is fundamentally an economic one. 
Prostitution at the present time, owing to the world- 
wide depression, doubtless is largely an economic 
problem. The basic consideration in prostitution is 
the abnormal mental status of the woman, and it is 
on this that economic stresses may exert their 
influences. The lesson to be learned from this dis- 
cussion is that more must be done to provide work 
for women and girls at the present time. There 
are many organizations engaged in finding work, 
and much good is being done. It is not too much 
to suggest that energies should be doubled and that 
efforts of this kind should have the support of every 
member of the community. 


THE BRITISH COLLEGE OF OBSTETRICIANS 
AND GYNASCOLOGISTS. 


Ix September, 1929, the British College of 
Obstetricians and Gynecologists was founded and 
incorporated. The primary object of the College is 
“to encourage the study and practice of obstetrics 
and gynecology, subjects which should be insepar- 
ably interwoven”. Professor W. Blair Bell, of 
Liverpool, is the President of the College, which 
consists of Fellows and Members. Candidates for 
membership of the College have to produce evidence 
of having held resident appointments in general 
medicine or surgery. They may be elected directly 
to membership or may have to pass an oral examina- 
tion after submitting case records. Fellowship will 
be restricted to practitioners on the staffs of teach- 
ing hospitals, and will be granted to those Members 
who are judged by the College to have advanced the 
science and art of obstetrics and gynzecology. 

At the first general meeting of the College, held 
on December 3, 1931, the President pointed out that 
the present stage of incorporation was to be 
regarded only as a stage in progress towards the 
dignity of a Royal Charter. He also said that for 
the attainment of a Royal Charter the College must 
prove its worth to the State. The oath of Member- 
ship is as follows:: 

I solemnly affirm that I will at all times maintain the 
welfare and dignity of the College, faithfully obeying in 
the spirit as well as in the letter the Articles and Regula- 
tions and submitting myself to the lawful authority of 
the Council. Furthermore, I pledge myself in the practice 
of the Art of Obstetrics and Gynecology ever to have 
regard to the honour of the College and to the Welfare 
of the State. 


Considerable interest in the College has been 
shown by Australian practitioners. Professor J. C. 
Windeyer, of Sydney, and Professor R. Marshall 
Allan, of Melbourne, have been appointed a Local 
Reference Committee for Australia; it will be their 
duty to make recommendations to the Council 
regarding all Australian applications. Further 
particulars may be obtained from either Professor 
Windeyer or Professor Marshall Allan. 
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Abstracts from Current 
Wedical Literature. 


RADIOLOGY. 


Osteopoikilosis. 


LESLIE F. (American Journal 
of Roentgenology, April, 1932) gives 
a review of the literature and reports 
two cases of osteopoikilosis. The 
disease is characterized by a dis- 
seminated condensation of the bones 
of the skeleton without clinical symp- 
toms. All of the bones have been 
found to be involved except the bones 
of the skull. The multiple areas of 
increased density vary in size from 
two millimetres to two centimetres 
in diameter and are found in the 
spongiosa of the epiphyses and the 
metaphyses of the bones. They are 
not found in the mid-portion of the 
diaphysis of the long bones. The 
etiology is unknown, but it is evident 
that there are more or less uniform 
disturbances in the proliferation and 
ossification of bone-forming cartilage 
during the period of development. In 
the author’s two cases the disease 
occurred in father and son and the 
skeletal disturbances were so uniform 
in character that he considered the 
condition to be hereditary. ‘The 
author speculates that osteopoikilosis 
may be associated with functional dis- 
turbances of the parathyreoid glands. 


Appendiceal Diagnosis. 

. A. Payne (Radiology, April, 
1932) followed up a number of cases 
in which a pathological appendix had 
been diagnosed by X ray examination 
and afterwards removed. He con- 
cludes that an appendix having any 
of the following characteristics should 
be regarded as pathological: (i) a 
retrocaecal position and presence of 
adhesions, (ii) adhesions holding the 
tip in a fixed position, (iii) the 
presence of sharp kinks or loops that 
are constant and cannot be smoothed 
out under the fliuoroscope, (iv) a 
constriction of the lumen at the base, 
with a bulbous tip, (v) pressure 
tenderness over the appendix changing 
with change in position of the caecum, 
(vi) retention of barium in the 
appendix after the caecum is empty. 
Tenderness on pressure he regards as 
the most important of these, and when 
it is present the appendix should be 
considered a “surgical” one. Most 
appendices will become full at some 
time if watched closely enough, but 
non-filling per se does not indicate 
pathological change. The author con- 
siders that because an X ray examina- 
tion shows an appendix to be patho- 
logical it does not necessarily mean 
that the appendix should be removed. 


Mitral Heart Disease. 

anp G. LEvENE (New 
England Journal of Medicine, May 19, 
1932) give a series of measurements 
which should be made for the estima- 
tion of the size of the various portions 
of the heart. They consider that infor- 
mation of much importance can be 


obtained by studying the relationship 
of auricular and ventricular areas. A 
line joining the junction of the right 
auricle and the vascular are with the 
apex is taken as representing the long 
axis of the heart. A line jointing the 
cardio-phrenic angle on the right and 
the auriculo-ventricular junction on 
the left divides the heart shadow into 
auricular and ventricular areas. The 
length of the auricular section of this 
line divided by the length of the ven- 
tricular section establishes the index 
of auriculo-ventricular ratio. In 
normal hearts it is found to average 
between 0-534 and 0-704. When there 
is relative or absolute increase of 
auricular area, the index rises to 0-800 
or more. When there is a preponderant 
increase of ventricular area, the index 
falls below 0-500. The earliest change 
in mitral stenosis is a dilatation of the 
left auricle and then of the right 
auricle. Right ventricular enlarge- 
ment is a late manifestation. The 
increase of auricular area is shown 
not only by increased measurements 


of the auricles, but particularly by the, 


high index of auriculo-ventricular 
ratio.. An increase in the auriculo- 
ventricular ratio will establish a 
diagnosis of mitral stenosis notwith- 
standing the fact that the heart as a 
whole is not enlarged, and this is the 
most important single factor in the 
early radiological identification of 
mitral stenosis. Mitral insufficiency 
produces an enlargement of both sides 
of the heart, and the resulting picture 
shows an increase particularly of the 
transverse diameter. Because of the 
preponderant ventricular enlargement, 
the index of auriculo-ventricular ratio 
is low. In a case of organic insuf- 
ficiency, recalling that the index is 
high in mitral stenosis and that it is 
low in insufficiency, we find a value 
which tends towards the high limit or 
frequently exceeds the normal range, 
that is, we rarely expect to find a low 
index of auriculo-ventricular ratio in 
organic insufficiency of the mitral 
valve. As the mechanism of functional 
insufficiency depends upon an increase 
in the size of the left ventricle, we 
expect to find a preponderant enlarge- 
ment of the ventricular area, and the 
index is low, often below 0-300. 


X Ray Pelvimetry. 


L. (Monatsschrift fiir Geburt- 
shiilfe und Gynikologie, July, 1932) 
makes an appeal for the installation 
of an X ray plant next to the labour 
ward in ali teaching hospitals. He 
considers that radiological examina- 
tion is of the greatest value in the 
accurate measurement of the true con- 
jugate of the pelvis and of the fetal 
bitemporal diameter—both measure- 
ments of vital importance in cases of 
contracted pelvis. By its use the 
probable outcome of a case can be 
better forecast and the time for opera- 
tive interference better estimated, with 
consequent improvement in maternal 
and fetal results. In addition, the 
various details of the mechanism of 
delivery can be well demonstrated. 
When the plant is situated next to the 
delivery room, disturbance of the 


patient in labour is reduced to a mini- 
mum and a lateral picture can be 
secured in the interval between 
contractions. 


The X Ray Signs of Infantile Scurvy. 


Katsust Kato (Radiology, June, 
1932) describes four stages of infantile 
scurvy. The first is a latent or border- 
line stage, in which the most constant 
signs are a smooth, transparent, 
ground-glass appearance of the shaft, 
pencil-point thinning of the cortex, 
and edging of the epiphyseal centre. 
The second stage is characterized by 
the appearance of a zone of decreased 
density just behind the dense 
broadened line or zone of temporary 
calcification at the end of the diaphysis. 
Furthermore the first sign of hemor- 
rhage may appear, indicating the 
weakening of the zone of temporary 
calcification, some of its substance 
being pushed out by the slight trauma 
of the distending force of the hemor- 
rhage. The third stage is that of 
well developed subperiosteal hzmor- 
rhage. it is in this stage that 
epiphyseal or metaphyseal separations 
most frequently occur. In the fourth 
stage partial absorption and calcifica- 
tion of hemorrhages occur, with repair 
of all the scorbutic lesions. The 
prominent zone of calcification at the 
end of the diaphysis is not pathog- 
nomonic of scurvy and may occur in 
cases of chronic lead poisoning or 
after prolonged administration of cod 
liver oi] containing phosphorus. This 
zone of hypercalcification may be due 
to the arrested length growth of the 
long bones causing a piling up of 
calcium salts in the region of greatest 
activity or just possibly to a deposit 
of some other abnormal substances. 
By far the most important Réntgen 
sign of infantile scurvy is the zone of 
rarefaction, known as the scurvy line, 
which is found just behind the zone of 
hypercalcification at the end of the 
diaphysis. This zone is apparently 
produced by a process of increased 
destruction of trabecule, or rather, a 
failure of the osteogenetic process. 
The term separation of the epiphysis 
is not strictly accurate in describing 
the pathological change which takes 
place at the ends of the long bones. 
The condition is really a separation of 
the metaphysis, since the line of 
cleavage is not through the epiphysis, 
but through the metaphysis, the dis- 
placed epiphysis carrying it with the 
zone of hypercalcification. Of all the 
signs, the only one which is diagnostic 
of infantile scurvy is that of sub- 
periosteal hemorrhage during the 
third stage of the disease. 


PHYSICAL THERAPY. 


The Treatment of Melanotic Tumours 
of the Skin. 

A. Evans anp T. LEvcUTIA 
(The American Journal of Roent- 
genology and Radium Therapy, 
August, 1931), after quoting numerous 
authorities, most of whom have dis- 
agreed, come to the following con- 
clusions. The pigmentiferous forma- 
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tions of the skin may be divided into 
two main groups: the pigmented moles 
(nevus pigmentosus) as a rule are 
harmless, and the melanomata 
(melanosarcomata) represent the 
most malignant of neoplasms. Thera- 
peutic procedures which have a 
traumatizing effect, as for example, 
electrogalvanization, fulguration, appli- 
cation of carbon dioxide snow, 
cautery, electrocoagulation (dia- 
thermy) et cetera, may change a pig- 
mented mole into a melanoma or may 
disseminate an already existing 
melanoma; in consequence they must 
be rejected. Operative procedures, 
with the use of wide margins, do not 
materially influence the course of 
melanosarcomata, the five-year mor- 
tality remaining practically 100%. 
The prophylactic removal of all pig- 
mented moles, and especially of those 
traumatized or exposed to irritation, 
as advised by some authors, is a 
dangerous procedure, not infrequently 
leading to malignant degeneration 
with rapidly fatal outcome. Réntgen 
therapy is the treatment of choice. 
Congenital pigmented moles, if in a 
state of quiescence, must be left 
alone. Moles in adults and all trau- 
matized and irritated moles respond 
well to hypermassive radiation with 
soft unfiltered X rays. Their removal 
by this method, judging from twenty- 
one cases, is entirely harmless. Malig- 
nant melanomata (melanosarcomata) 
are best treated by radiation therapy 
or, in carefully selected cases, by a 
combination of surgery and radiation 
therapy. Cures are observed not 
infrequently, and prolongation of life 
may be obtained even in apparently 
hopeless cases. Of thirty patients with 
melanosarcoma in the author’s series, 
six were in too precarious a condition 
to be treated, three were cured, three 
lived four to four and a half years, 
eighteen died earlier, the average life 
duration after treatment being a 
little more than a year. It is probable 
that several cases of early melanoma 
were included in the group of the 
twenty-one “pigmented moles” prim- 
arily treated by radiation. The results 
in all these instances were very 
satisfactory. 


Treatment of Mastoiditis with X Rays. 


Witi1aM L. Ross (Radiology, June, 
1932) describes the results of X ray 
treatment in forty-one cases of mas- 
toiditis. Treatment at once _ stops 
further invasion and destruction of 
mastoid cells. The pain begins to 
lessen following the first treatment, 
and the discharge is thinned and 
increased; when all pain and tender- 
ness are relieved, the drainage stops. 
In all acute cases treatments were 
given every eight to twelve hours until 
pain was stopped, which usually 
occurred after from three to five treat- 
ments were given. Relief of tender- 
ness usually required from five to 
seven more treatments. The discharge 
in most acute cases increased in 
quantity for from two to four days, 
when it began to lessen rapidly. The 
average number of treatments in acute 
cases was from seven to twelve, and 


most patients were dismissed in from 
five to ten days. The patients with 
subacute and chronic mastoiditis 
required a greater number of treat- 
ments over a longer period of time. 
The technique employed was 80 kilo- 
volts, 5 milliampéres of current, a 
filter of 5 millimetres of aluminium 
and 5 centimetres of felt next to the 
skin surface treated, a cone of 7:5 
centimetres (three inches), target dis- 
tance 32:5 centimetres (thirteen 
inches) time from 6 to 7 minutes, 
dosage from 30 to 35 milliampére 
minutes. 


The Treatment of Chronic Myeloid 
Leuchzemia. 

A. Piney anp J. S. Rracnw (The 
British Journal of Radiology, May, 
1932) state that all the available 
evidence points to the bone marrow as 
being the seat of the primary patho- 
logical change in myeloid leuchemia, 
and for this reason the condition 
might well be termed myelosis; they 
suggest the term chronic leuchemic 
myelosis for the chronic form. There 
is an enormous overgrowth of marrow 
tissue, not only inside the medullary 
cavities of the bones, but also in some 
or all of those sites that are myelo- 
poietic in antenatal life. It is stated 
definitely that the severity of a case 
of chronic leuchemic myelosis can be 
judged from the characters of the 
blood. The higher the percentage of 
immature and abnormal leucocytes, 
the more serious is the condition of 
the patient. Furthermore, the larger 
the number of these cells that show 
evidence of extreme lack of differen- 
tiation, the more acute is the case. 
The gravest sign is the presence in 
the blood of a considerable percentage 
of immature cells, such as myelo- 
blasts, together with a fair number 
of completely mature cells, but prac- 
tically no intermediate forms. If after 
any form of treatment the _ total 
number of leucocytes decreases, it may 
or may not be a good sign, but if this 
reduction be accompanied by a 
decrease in the percentage of immature 
cells, the inference is that the patient’s 
condition is improving. Improvement 
is definitely occurring if the red cor- 
puscles and hemoglobin increase. The 
radiological treatment of leuchemia is 
stated to be of enormous value, but 
experimentation on dogs showed that 
the destruction of marrow tissue 
started about three hours after irradia- 
tion and reached its height in about 
eleven hours, ending in five or six 
days. Regeneration started before the 
destructive action ceased, and was 
completed in three or four weeks. 
Slight decrease in the number of red 
corpuscles occurred during the third 
week, but in later work on the human 
subject this was never found; indeed, 
there was often a slight rise. There 
can be no doubt that the effect of 
irradiation is not a purely local one, 
but has widespread systemic mani- 
festations. This can often be well 
seen in the treatment of cases of 
chronic leuchemia with leucotic 
filtrations outside the hematopoietic 
tissues. Radiological treatment must 
be carried out with the utmost care 


or a number of disquieting changes 
may occur. The number of leucocytes 
may fall very rapidly and reach a 
normal or even subnormal level. The 
percentage of hemoglobin may fall, 
and then it is necessary to give the 
patient a rest, together with suitable 
medicinal treatment. There is still 
no agreement as to whether it is safe 
to irradiate febrile patients with 
chronic myelosis. An increase in the 
percentage of very immature cells 
is always a bad sign, whether it be 
accompanied by a decrease in the total 
number of leucocytes or whether 
these remain unchanged. A prog- 
nostic sign which is said to be of value 
was emphasized by McAlpin and 
Sanger. They pointed out that the 
decrease of leucocytes after irradiation 
was accompanied by a fall in the basal 
metabolic rate. They stated that this 
was peculiar to the leuchemias and 
was not the effect of X rays per se, 
as it did not occur after irradiation 
in other diseases. Holboell stated that 
a fall in the basal metabolic rate 
was followed by improvement, 
whereas, if it remained persistently 
high, the prognosis was definitely 
grave. The authors favour irradiation 
of long bones and spleen, and recom- 
mend a full course of treatment as 
follows. On the first day the whole of 
one humerus is irradiated on two 
separate areas, which cover the whole 
bone. On the second day the other 
humerus is dealt with in the same 
way. On the third day three areas 
covering one femur are treated, and 
on the next day the other femur. On 
the fifth day two areas of the cervico- 
dorsal spine are irradiated. Then, 
after two days’ rest, the spleen is 
treated, one or two areas. being 
irradiated daily until the whole organ 
is covered. 


The Effect of X Rays on the Liver. 


E. A. PoHLE AND C. H. Buntine (Acta 
Radiologica, May, 1932) have studied 
the histological changes in the livers 
of rats following exposure to single 
graded doses of filtered Réntgen rays. 
The liver region of eighty-four adult 
white rats was exposed to filtered 
X rays of two different effective wave 
lengths (0:18 and 0-34 Angstrém 
units), in graded doses of from 600 to 
2,500 r in one sitting. The animals 
were killed two, seven, eleven and 
thirty days after irradiation. The 
liver region of thirty adult white rats 
was exposed to a dose of 2,000 r of 
either wave length; the animals were 
killed at daily intervals of from one 
up to thirty days following irradiation. 
Six untreated rats kept under the 
same living conditions served as 
controls. The histological chang: 
found were those of swelling of the 
cells, chiefly due to an imbibition ot 
serum and occasionally of fat, followed 
at a later period by atrophy, from 
which there was eventual recovery. 
This is interpreted as interferen« 
with cellular oxidation. Both swellin: 
of the cells and atrophy occurred i* 
two cycles; this suggests that the 
reaction in the liver tissue may take 
place similarly to that of the skin. 
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British Wedical Association Mews. 


SCIENTIFIC. 


A MEETING OF THE New SoutH WALES BRANCH OF THE 
British ASSOCIATION WITH THE SECTION OF 
RapIOLOGY AND THE SECTION oF SuRGERY was held in the 
Robert H. Todd Assembly Hall, British Medical Association 
House, 135, Macquarie Street, Sydney, on July 28, 1932, 
Dr. Grorce BELL in the chair. 


Intravenous Pyelography. 


Dr. A. F. OxENHAM read a paper entitled: “Intravenous 
Urography” (see page 529). 

Dr. R. J. SuverTon read a paper entitled: “Excretion 
Urography: Indications and Interpretation” (see page 531). 


Dr. S. Harry Harris thanked the readers of the papers 
and said that each had covered the ground of the subject 
remarkably well. He was in entire agreement with Dr. 
Oxenham’s statement of the great value of intravenous 
pyelography. In a minority of cases it would obviate 
the necessity for cystoscopic examination. He instanced a 
recent case of a patient who was admitted to hospital 
acutely ill with a large mass in the lumbar region which 
might have been either a perinephritic abscess or a 
pyonephrosis. Immediate intravenous pyelography had 
been carried out and showed a normal shadow of the 
renal pelvis on the affected side. The diagnosis of peri- 
nephritic abscess was made without discomfort to the 
patient. 

Dr. Harris said he was in entire accord with Dr. 
Silverton that the success of intravenous pyelography, and 
its value from a clinical standpoint, depended entirely on 
adequate interpretation. This had been brought home to 
him very forcibly by a recent experience. A patient was 
sent to him from the country with an intravenous 
urographic film and a diagnosis of stricture of the right 
ureter with a normal left kidney. The film had been 
wrongly interpreted, and as a matter of fact the urinary 
tract on the right side was normal and the left kidney 
was tuberculous. Dr. Harris said that if the interpretation 
of the films were left in incompetent hands, much trouble 
would occur, patients would suffer, and an extremely 
valuable method would be brought into disrepute. The 
method of serial radiography of which Dr. Silverton had 
shown some examples, was a comparatively recent innova- 
tion and had been described in America as kaleidoscopic 
urography. In some cases it would give very valuable 
information. Dr. Harris said that the more experience 
he had with the intravenous method, the less value he 
placed on it as a test of renal function; he had found 
that patients with poor renal function sometimes gave 
good urograms and vice versa. 

Dr. Harris endorsed Dr. Silverton’s remarks as to the 
value of intravenous pyelography in checking operative 
results. Referring to Dr. Silverton’s quotation that some 
Continental surgeons had reported that the right ureter 
was more likely to be dilated than the left in the presence 
of an enlarged prostate, Dr. Harris said that this did 
not accord with his experience. 


Dr. B. P. ANDERSON Stuart said that they had listened 
to two good and important papers. The papers were 
important because they brought forward a new test with 
which most medical practitioners were not wholly familiar. 
He recalled the days when a radiological examination of 
the gall-bladder had consisted in taking an ordinary 
eiag-;m in the hope of demonstrating opaque gall-stones. 
%\% the present time, when a medical practitioner sent a 
“*atient for examination of the biliary tract, he expected 
a Graham’s test to be carried out. He hoped the time 
would soon come when medical practitioners would adopt 
the same attitude to a “Uroselectan” examination. Dr. 
Stuart pointed out that when he injected the solution into 
che arm of a patient, the patient invariably complained 
of discomfort, often amounting to actual pain, in the arm. 
The pain generally extended into the axilla. He thought 
that the pain was due to the hypertonicity of the solution 
causing spasm of the vein. The pain seemed to occur 


whether the solution was injected quickly or slowly, and 
its intensity was about the same, so that he now injected 
it rather quickly (about two minutes). He asked for any 
suggestions as to how this pain might be avoided. 


Dr. PHiLip PARKINSON expressed his appreciation of the 
two papers and said that there was one aspect of the 
subject which had not been emphasized. This was the 
simplicity of the procedure. With modern drugs and 
with modern apparatus the procedure was almost as simple 
as giving a hypodermic injection. He thought that it 
would soon be adopted as a routine in the X ray examina- 
tion of the urinary tract. 


Dr. JOHN Storey described intravenous pyelography and 
its advantages as the best news they had had since the war. 
He visualized the general surgeon coming into his own 
again. He said that the opaque substances used were far 
too expensive. He had been credibly informed that a 
duty of 40% was imposed on them. They could n_ be 
manufactured in Australia. It behoved the Association 
to approach the Customs Department with a view to 
having the duty removed so that the poor would have 
the same advantages as the rich. 


Dr. K. E. SHELLSHEAR said that it had been worth while 
coming down from Newcastle to hear the papers read that 
evening. He thought that intravenous pyelography would 
be most useful in helping to diagnose a normai renal tract. 


Dr. F. W. D. CoLiier congratulated Dr. Oxenham and 
Dr. Silverton on the excellence of their papers. He, too, 
had come from Newcastle to attend the meeting; they had 
just started to do this work in Newcastle and had found 
it a great advance on any other method. 


Dr. GEORGE BELL said that he regretted the smallness of 
the attendance. It was a pity that more general prac- 
titioners were not present, for the method was one which 
they needed to understand, it was one which would give 
much information, and it had come to stay. He thought 
it would be most useful from the general surgeon’s point 
of view in the differential diagnosis of tumours in the 
upper part of the abdomen. He asked whether there was 
any associated risk; if there were none, the value of the 
procedure would be enhanced. He was glad that Dr. 
Harris had laid stress on the importance of interpretation. 
Osler had said that conclusions drawn from examination 
of urine were as brittle as the urinal, and Dr. Bell said 
that this thought might well be applied to the liability 
to misconstruction of skiagrams. 


Dr. Oxenham, in reply, said that he differed from Dr. 
Silverton in regard to contraindications. Dr. Silverton 
had referred to severe bilateral renal insufficiency with 
pyrexia as being a contraindication. Dr. Oxenham said 
that he had used the method on several patients affected 
in this way and they had suffered no after-effects. He 
thought that there were no contraindications to the use 
of the method. 

In regard to Dr. Anderson Stuart’s remarks concerning 
patients complaining of a severe pain up the arm during 
the injection, Dr. Oxenham considered this to be due to 
the injection of a concentrated hypertonic solution, and 
the pain could be minimized by the injection being carried 
out slowly, a dilution of the injection medium being thus 
brought about. 


Dr. Silverton, in reply, said that Dr. Harris had men- 
tioned the work published last year in the United States 
on cinematographic recording of urinary tract dynamics. 
Technical difficulties would have to be overcome before 
such pictures couid make satisfactory reproductions, but 
these difficulties would surely be surmounied in time. 
Dr. Harris was wisely sceptical of the value of excretion 
urography as a functional test. Dr. Silverton drew atten- 
tion again to what he termed the “ureteric criterion” in 
his paper. The appearance by ten minutes at the latest 
of a narrow strip of ureter in one or more parts of its 
course, while at least one portion was invisible (systole) 
was evidence of good renal efficiency. Dr. Harris particu- 
larly referred to the urographic functional test in prostatic 
obstruction. In these cases, even early in the piece, they 
could see urographically that the whole length of the 
ureter was Opaque, even though the duct was not at all 
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or only very slightly dilated. This was not a normal 
appearance, and one must not be misled by the opacity into 
thinking that the renal efficiency was normal. 

Dr. Anderson Stuart had spoken of the pain in the arm 
which sometimes occurred while the injection was pro- 
gressing. The German writers called this Gefdssarm- 
schmerz, or pain in the vessels of the arm. It seemed to 
be due to painful spasm of the veins whose walls were 
directly irritated by the hypertonic solution, and Dr. 


Silverton was not satisfied that it was affected definitely | 


by alterations in the rate of injection. 
Dr. Parkinson had said that the speakers did not stress 


one of the most important advantages of the method, | 


which was its extreme simplicity. Dr. Parkinson would 


see near the beginning of Dr. Silverton’s paper that he | 


considered “Uroselectan B” so innocuous and so handy to 
use that he felt tempted to apply the method as a routine 
in practically all urinary cases. 

Dr. Silverton was glad to see that Dr. Collier and Dr. 


Shellshear were enthusiastic enough to come all the way | 
from Newcastle to join in the discussion, and that they | 


appreciated the basic importance of a conception of the 
normal in excretion urographic appearances. 

The Chairman (Dr. George Bell) had inquired about the 
risk of the method. Dr. Silverton said that he had given 
the full list, though it was only a short one, of contra- 
indications mentioned by various German writers, but he 
was somewhat inclined to agree with Dr. Oxenham in 
disregarding so-called contraindications altogether. Never- 
theless, he would hesitate to give the injection to a 
patient who was extremely ill from any cause. 


NOTICE. 


THE Medical Secretary of the New South Wales Branch 
has forwarded the following list of books that have been 
added to the library of the New South Wales Branch: 
“Medical Jurisprudence and Toxicology”, by Wm. A. Brend, 
1924; “Law of National Health Insurance”, by Edmond 
Browne and Kingsley Wood, 1919; “Australian Sanitary 
Inspector’s Textbook”, by J. L. Bruce and T. M. Kendall, 
1901; “Postmortem Pathology”, by H. W. Cattell, 1906; 
“Toxicology”, by E. W. Dwight, edited by V. C. Pedersen, 
1904; “Medical Jurisprudence”, by E. W. Dwight, edited by 
V. C. Pedersen, 1903; “Public Health Acts, Sanitary Laws, 
ete.”, by Martin Elliott and G. Elliott, 1906; “Res Medica, 


Res Publica: Medicine, Work and Wage”, by William | 


Ewart, 1907; “Snake Venoms, Therapeutic Uses, etc.”, by 
F. W. Fitzsimons, 1929; “Medical Insurance Practice 
(B.M.A.)”, by R. W. Harris and Sack L. Shoeten, 1929; 
“National Insurance Year Book”, 1917; “Medical Conduct 
and Practice’, by W. G. Aitchison Robertson, 1921; “Blood- 
Stains, Detection and Determination of Source”, by W. D. 
Sutherland, 1907; “Legal Medicine and Toxicology”, by 
Ralph W. Webster, 1930; “National Formulary for National 


Montgomery Ward Memorial Building, Chicago”, 1927; 
“Record Interpreter, Abbreviations, etc.’”’, by Charles Trice 


Surgery” (six volumes), by Pauchet; “Harelip and Cleft 


Smith (Oliver and Boyd); “Old Beliefs and New Know- 
ledge”, by W. Russell (John Bale, Sons and Danielsson) ; 
“The Discharging Ear”, by A. G. Wells (John Bale, Sons 
and Danielsson); “The Heart and Spleen in Health and 
Disease”, by G. A. Stephens (H. K. Lewis); “Physicians’ 
Manual of Birth Control”, by A. F. Konikow (Bailliére, 
Tindall and Cox); “The Science of Signs and Symptoms”, 
by R. J. S. McDowall (William Heinemann); “The Prac- 
tice of Contraception’, by Sanger and Stone (Bailliére, 
Tindall and Cox); “The Conquest of Old Age”, by P. 


Schmidt (George Routledge); “The Essentials of Bacterio- | 


logical Technique’, by R. F. Hunwicke (Williams and 
Norgate); “Surgical Pathology”, by W. Boyd (W. B. 
Saunders); ‘Medical Emergencies”, by C. Newman (J. and 
A. Churchill); “Emergency Surgery”, by J. W. Sluss et 
alii (P. Blakiston’s Son and Company); “Tie Practical 


Medicine Series”: “Pediatrics”, by Abt, 1930; “Pediatrics”, 
by Abt, 1931; “General Medicine’, by Weaver, Brown et 
alii, 1931; “Obstetrics and Gynecology”, by De Lee and 
Greenhill, 1931; “General Therapeutics”, by Fantus, 1931; 
“Dermatology, Urology”, by Wise, Sulzberger, Cunningham, 
1931; “Neurology, Psychiatry”, by Bassoe, Esbaugh, 1931 
(The Year Book Publishers). 


Wedical Societies. 


MELBOURNE PAEDIATRIC SOCIETY. 


A MEETING OF THE MELBOURNE PzpIATRIC SocleTy was 
held at the Children’s Hospital, Carlton, on July 13, 1932, 
Dr. REGINALD WeEssTER, the President, in the chair. The 
meeting took the form of a series of clinical demonstrations. 


Diseases of the Hip. 


Dr. H. Dovetas STEPHENS presented a boy, aged eight 
years, with a history of limping for the past two years. 
There was no pain at the onset, and though it was present 
at the time of the meeting, it was not severe. A year ago 
the mother was told that the condition was rheumatic, 
but the boy was not put to bed. When Dr. Stephens first 
saw the boy, he was leading a normal life and even playing 
football, though still with a marked limp. He felt well 
and was gaining weight. There was no history of sore 
throats or any infective condition, except that he had 
pneumonia two years previously, but the mother thought 
he had the limp prior to this. 

There were two other children alive and well. There 
was no tuberculosis in the family. 

Dr. Stephens pointed out that the boy was afebrile, the 
urine was normal and the spleen just palpable. The right 
limb was bowed and he walked with it abducted, flexed 
and everted. There was limitation of movement in all 
directions, but only at the extremes of movement. There 
was 1:25 centimetres (half an inch) of shortening, and 
although there was some flattening of the right buttock, 
there was only 6:0 millimetres (one-quarter of an inch) 
of wasting in the thigh and 1-25 centimetres (half an inch) 
in the calf. 

The X ray report was that the appearance of the neck 
of the femur, the epiphysis and the acetabulum, though 
not definite, was suggestive of Perthes’s disease. 

Dr. Stephens said that against Perthes’s disease were the 
long-standing history of two years, the non-characteristic 
X ray findings, and. the limitation of movement in all 
directions. Against tuberculosis were the facts that the 
boy had indulged in active exercise without any rest and 
no abscess had formed, that there was very little wasting 
after two years, that the pain was slight and not progres- 


| Sive, and that there were no signs of toxemia. The spleen 
: a te | was palpable and the result of the Wassermann test was 
Health Insurance Purposes (B.M.A.)”; “Dedication of pot yet known, but even if it were positive, the history, 
| Signs and X ray appearances were not compatible with 


| syphilitic osteitis. The condition ibl t 
Martin, 1910; “Le Musee de 'H6pital St. Lowis”; “Practical | 


arthritis resulting from the pneumonia, but he would 


Palate’, by Berry and Legg; “English-Speaking Students | ave expected much more wasting and the X ray appear 


of Medicine at the University of Leyden”, by R. W. I. | 


ances would have been more definite. He inclined to the 
view that it was a prolonged case of Perthes’s disease. 


Dr. H. C. CoLvILLe thought the case was one of Perthes’s 


_ disease, but questioned whether the limitation of movement 
' had been present all through. In his experience, patiepis 


with Perthes’s disease who had recovered, were gubiecy to 
to 


| exacerbations, and when these passed, the hip return 
, What was its normal range of movement. At the present 


time this child might be simply suffering from such an 


| exacerbation. 


Dr. C. H. Ossporn said this case opened up the whole 
problem of the treatment of these indefinite hip diseases, 


| when one wondered whether the condition were tuber- 
| culous or due to a low grade infection; he thought a biopsy 


was of great value. A “negative” result gave one a sense 
of security instead of the persistent doubt that the disease 
might be tuberculous. The antero-lateral approach was 
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more satisfactory than the posterior, because it was easier 
to excise a piece of synovial membrane by this route. 


Dr. C. H. Osporn showed a boy, aged ten years, brought to 
hospital with a history of limping for two years. He had 
been under observation by his doctor, but no diagnosis 
was made, nor was active treatment adopted. At first 
the condition had been painless, but more recently there 
was a certain amount of pain around the left hip joint, 
with some sweating at night. The rest of the history 
was irrelevant, except that the boy’s father had come out 
from England many years before, because he had pul- 
monary tuberculosis. The Wassermann test gave no 
reaction and the von Pirquet test gave a positive reaction 
to both human and bovine types. On examination, there 
was no tenderness, the muscular development was normal, 
and all movements of the hip joint were free and painless. 
The X ray report was that the hip joint was normal and 
that the appearance suggested an old bone cyst in the 
neck of the femur, with a fracture and extravasation of 
blood down the thigh. 

Dr. Osborn said that the features of the case calling 
for consideration were the absence of involvement of the 
hip joint, the duration of the disease and the marked 
abnormality as revealed by X rays without any signs. It 
was unlikely that a fracture could have occurred without 
any deformity, and the disease was probably inflam- 
matory and not cystic. As the boy’s father had had 
tuberculosis and the von. Pirquet test gave a positive 
reaction, it was possibly an example of the rare nyper- 
trophic form of tuberculous osteomyelitis with a cold 
abscess tracking along the profunda femoris muscle. 

Dr. Stephens said that if one looked only at the upper 
end of the femur in the X ray plate, one would call the 
condition a chronic osteomyelitis of some kind, and the 
shadow parallel to the femur seemed to be in the muscular 
planes and not subperiosteal. He thought it was probably 
tuberculous with cold abscess formation. 


Chronic Osteomyelitis. 


Dr. Osborn next showed a patient with long-standing 
osteomyelitis involving the whole of the humerus and 
elbow joint. Several sequestrectomies had been performed 
during the past fourteen months, but each time a per- 
sistently discharging sinus remained. The upper end of 
the humerus, like the lower end of the femur, was very 
difficult to convert into a shallow saucer-like cavity, and 
this seemed necessary for healing. Early in 1932 this was 
done to the humerus and the cavity was packed for ten 
days with boroglyceride gauze to secure a clean granu- 
lating surface, and then a Stent mould dental wax was 
made, covered with Thiersch grafts and left in situ for ten 
days. It was then removed, and soon the cavity had 
completely healed. Dr. Osborn showed the patient as 
illustrating one method of securing healing in chronic 
osteomyelitis. 

Dr. W. Kent Hucues said that he used to get good 
results with diaphysectomy, but many other methods had 
been tried, all with varying amounts of success. He 
thought they should review the whole question of osteo- 
myelitis from the hospital records. 


Pylorospasm. 

Dr. J. W. Grieve showed a male infant, aged eight 
weeks, with a history of projectile vomiting, constipation, 
and failure to thrive since the age of one week. His 
weight at birth was 2-4 kilograms (five and a quarter 
ponds). At the start he was breast fed, but the mother 
‘wa\gsoon admitted to the Women’s Hospital with puerperal 
sepsis and the babe was then fed on cow’s milk two parts, 
water three parts, and added carbohydrate. He had been 
seen in the out-patient department and definite peristaltic 
waves were observed. 

On his admission to the ward the patient weighed 3-0 
kilograms (six pounds twelve ounces). Peristaltic waves 
were felt on a number of occasions, but no tumour was 
palpable. He passed four or five stools per day. X ray 
examination on two occasions revealed that the stomach 
was not dilated and completely emptied in four hours. 
There was no evidence of obstruction in the region of 


- treatment was unavailing. 


the duodenum, so he was regarded as suffering from 
pylorospasm. 

He was fed on boiled cow’s milk and water, equal 
parts, with two teaspoonfuls of carbohydrate to each three 
ounces of the mixture; at first three ounces were given 
every three hours, and later four ounces every three hours. 
The vomiting persisted and the above feeding was 
thickened with cereal, with considerable relief, but only for 
three days; so the diet was changed to thickened con- 
densed milk, one part in eight parts of water. No improve- 
ment followed, so the patient was given “Lactone Syrup” 
milk, and the stomach was washed out. Throughout this 
treatment he was given a solution of atropine sulphate, 
one in 1,000, commencing with 0-06 mil (one minim) and 
increasing to 0-3 mil (three minims) before each feeding, 
but no benefit followed. 

As he was not responding after fourteen days’ medical 
treatment, it was considered justifiable to subject the 
child to Rammstedt’s operation under local anesthesia. At 
operation Dr. Osborn found no thickening of the pylorus 
nor any other obstruction. The child was very collapsed 
after the operation, and a transfusion of five ounces of 
citrated paternal blood was given. On the second day 
after operation the feeding was changed to Bengerized 
milk and water in equal parts, with one teaspoonful of 
sugar added to each three ounces. He took a three-ounce 
feeding every three hours and, although there was a good 
deal of flatulence and colic, the vomiting ceased and he 
gained seven ounces in weight during the two weeks since 
the operation. 

Dr. Grieve said that American writers were now classi- 
fying pylorospasm under the heading of pyloric stenoses 
and were subjecting such patients to operation if medical 
This child would certainly 
have died if operative interference had not been under- 
taken. He thought that paraldehyde was a useful adjunct 
to local anesthesia. Americans stressed the value of trans- 
fusion and glucose in both the pre-operative and post- 
operative stages. 


Dr. Guy SPRINGTHORPE said that operation did prove that 
Pylorospasm was a definite entity and he thought it 
should be more frequently performed. In true stenosis 
the attitude used to be medical, but now was changed and 
was surgical as soon as the diagnosis was definitely 
established. Prolonged medical treatment rendered the 
case a much greater “operative risk”. He thought the same 
attitude should hold for cases of pylorospasm. 


Dr. H. D. Srepuens said that in the early days of 
Rammstedt’s operation he operated in many cases of 
pylorospasm that were thought to be pyloric stenosis and 
the patients usually did very well. The tendency now 
was to regard pyloric stenosis as a surgical disease and 
pylorospasm as a medical disease, but this should not be 
too rigidly adhered to, and he thought that a patient with 
pylorospasm who was not responding to medical treatment 
should be subject to operation. 


Talipes. 


De. W. Kent Hucues showed two patients with talipes 
equino-cavus following anterior poliomyelitis. The first 
was a male, aged forty years, operated upon thirty-seven 
years ago by simple division of the tendo Achillis, the 
cavus not being dealt with. Though the patient’s heel 
now came well to the ground, there was complete absence 
of mobility in the foot. He had not been seen since two 
months after the operation. The second patient was a 
girl, aged twenty-two years, operated upon sixteen years 
ago by dealing first with the superficial and deep plantar 
fascia so as to unfold the cavus (vide article on talipes 
equino-cavus in THE MeEpIcCAL JOURNAL oF AUSTRALIA, 
August 15, 1925). The tendo Achillis needed very slight 
lengthening. The movements of the foot were good. The 
paralysis here had been more extensive than in the first 
case, and yet a better result had been obtained. A slight 
equino-cavus had developed in the right foot after all 
these years. These two cases showed what he had long 
advocated, that the results following the old operation of 
division of the tendo Achillis were not nearly so satis- 
factory as they were if the cavus deformity was first 
unfolded. He said that his operation was devised ten 
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years before Steindler published his technique, which was | 


to some extent similar, as it advocated dealing with the 
contracted deep plantar fascia. 
long ago abandoned the “Z” lengthening of the tendo 
Achillis in favour of transverse division of the tendon. 
The only weak tendons he had in his records were those 
of the Z-shaped lengthening. 

Dr. Kent Hughes then showed two patients with talipes 
equino-varus, father and daughter. He had seen one other 
instance of a father and child with this deformity. 

The father was operated upon twenty-two years ago by 
a wedge-shaped removal of the neck of the talus and the 
calcaneus, and now had a perfectly shaped foot with all 
movements good. 

The daughter, aged two and a half years, was operated 
upon three months ago. 
and was easily everted. She began walking on it four 
weeks after the operation. The child had been attended 
to by manipulation since birth, but, when seen, had no 
dorsiflexion and some varus deformity. 


Dr. H. D. STEPHENS said that he found that tarsectomy 
caused marked shortening of the foot, though the width 
was unaffected and this caused severe disability, but Dr. 
Kent Hughes said that was not his experience. Every 
patient with congenital talipes equino-varus had a smaller 
foot than normal. The child still had some metatarsus 
varus, but it was unwise to treat this by operation, because 
a pes planus would certainly result and it yielded easily 
to manipulation. His aim was to obtain a foot as nearly 
perfect for function as possible and not merely a straight 
foot. If one did not deal with the elongated and plantar 
flexed neck of the talus drastically, one would never get 
good dorsiflexion. Unfortunately, all the hospital records 
prior to twenty-five years ago had been destroyed, but he 
would be glad if anyone who came across an old case of 
talipes equino-varus of his would communicate with him. 


<i 


Ciniversity Intelligence. 


THE UNIVERSITY OF MELBOURNE. 


THE Beattie-Smith Lectures for 1932 wili be delivered 
by Dr. C. Farran Ridge in the lecture theatre of the 
Anatomy Department (Swanston Street entrance), on 
Tuesday, November 15, and Thursday, November 17, 1932, 
at 8 p.m. The title of the first lecture will be ‘““Mont Park 
Mental Hospital and Its Inmates”, and of the second, “The 
Self-Prevention of Insanity”. The lectures will be open 
to the general public. 


THE UNIVERSITY OF SYDNEY. 


A MEETING of the Senate of the University of Sydney 
was held on October 10, 1932. 
The following diplomas were awarded: 
Diploma in Public Health: George Lord Saunders, 
h.M. 


Diploma in Tropical Hygiene: Talbot Lewis Dunn, 
.B., Ch.M. 

The following appointment was approved: 

Dr. A. P. Elkin, M.A., as Lecturer in charge of the 
Department of Anthropology for 1933. 

The following Examiners were appointed for the final 
degree examinations in December in the Faculty of 
Medicine: 

Medicine: Professor C. G. Lambie, Dr. S. A. Smith, 
Dr. A. W. Holmes a Court. 

Clinical Medicine: Professor C. G. Lambie, Dr. H. J. 
Ritchie, Dr. C. Bickerton Blackburn. 

Surgery: Professor H. R. Dew, Dr. J. C. Storey. 

Clinical Surgery: Dr. J. C. McKelvey, Dr. H. S. Stacy, 
Dr. H. R. G. Poate, Dr. A. A. Aspinall. 

bp gh Surgery: Professor H. R. Dew, Dr. B. T. 

ye. 


Dr. Kent Hughes had 


Obstetrics: Professor J. C. Windeyer, Dr. P. L. Hipsley- 

Clinical Obstetrics: Professor J. C. Windeyer, Dr- 
Constance D’Arcy, Dr. A. J. Gibson. 

Gynecology: Dr. Reginald Davies, Dr. Cedric Bowker. 


Correspondence, 


THE FUTURE OF MEDICINE. 


Sm: It has been pointed out to me, with regard to my 


| recent letter on the future of medicine, that figures pub- 


The foot had good dorsiflexion | 


lished therein appear to differ from figures in The British 
Medical Journal of September 3, 1932, regarding the ratio 
of practitioners to population :n the British Isles for 1931. 
May I point out, through your columns, that from the 
total of registered practitioners, namely, 55,035, I sub- 
tracted the number living abroad, namely, 9,462; and 
thus arrived at a more accurate figure than can be 
attained by considering only the figures published in the 
above-mentioned number of The British Medical Journal. 
Yours, etc., 
Victor J. KInseELLa. 
171, Macquarie Street, 
Sydney, 
October 13, 1932. 


Mbituarp, 


FRANCIS WILLIAM WEST. 


WE regret to announce the death of Dr. Francis William 
West, which occurred at Camden, New South Wales, on 
| October 20, 1932. 


Proceedings of the Australian WeDdical 
Boards. 


VICTORIA. 


Tue undermentioned have been registered, pursuant to 


| the provisions of the Medical Act, 1928, of Victoria, as duly 


qualified medical practitioners: 


Burton, George Lewin, M.B., Ch.M., 1927 (Univ. 
‘ Sydney), 31, Campbell Street, North Brighton, S.5. 
Corbet, Lancelot Miller, M.B., Ch.B., 1922 (Univ. Mel- 
bourne), 6, Wanda Road, Caulfield North, S.E.7. 
Ackland, Thomas Harry, M.B., B.S., 1932 (Univ. Mel- 
bourne), 65, Berkeley Street, Hawthorn, E.2. 
Akeroyd, John Finch, M.B., B.S., 1932 (Univ. Mel- 
bourne), 45, Rockley Road, South Yarra, S.E.1. 
Allen, William James, M.B, BS., 1932 (Univ. 
Melbourne), 106, Park Street, St. Kilda. 
Alsop, David George, M.B., B.S., 1932 (Univ. Melbourne), 
Bairnsdale. 
Altmann, Stella Cecilia Adelaide, M.B., B.S., 1932 
(Univ. Melbourne), 10, Charnwood Road, St. Kilda. 
Baldwin, Godfrey Joseph Burke, M.B., B.S., 1932 (Univ. 
Melbourne), 183, Burke Road, Glen Iris, S.E.6. 
Beaumont, Clive Egerton, M.B., B.S., 1932 (Univ. 
Melbourne), 197, Carpenter Street, Bendigo. 
Bottomley, Edward Eric Keith, M.B., B.S., 1932 (Univ. 
Melbourne), Corner of Wills and High Streets, 
Glen Iris. 
Bowen, William Fenton, M.B., B.S., 1932 (Univ. Mel- 
bourne), 86, Blessington Street, St. Kilda. 
Brewer, Henry Leo, M.B., B.S., 1932 (Univ. Melbourne), 
Newman College, Carlton. 
Carter, Douglas Arthur, M.B., B.S., 1932 (Univ. Mel- 
bourne), “Yuringa”, 504, High Street, East 
Malvern. 
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Catarinich, John, M.B., B.S., 1932 (Univ. Melbourne), 
Mental Hospital, Mont Park. 

Clarke, Alfred Murray, M.B., BS., 1932 (Univ. Mel- 
bourne), 18, Campbell Road, Balwyn, E.8. 

Clarke, Edmond, M.B., B.S., 1932 (Univ. Melbourne), 
Newman College, Carlton. 

Clyne, Andrew Jack, M.B., B.S., 
bourne), 911, Drummond Street, North Carlton. 

Dowling, Philip Gerard, M.B., B.S., 1932 (Univ. 
Melbourne), 2, Hope Street, Glen Iris. 

Farmer, Frank Ward, M.B., B.S., 1932 (Univ. 
bourne), 98, Collins Street, Melbourne, C.1. 


Books Received. 


NURSING IN NERVOUS DISEASES, by J. 
M.D.; 1932. Philadelphia: F. A. Davis Company. 
8vo., pp. 153, with 24 engravings. Price: $1.50 net. 


SIDE OF MARRIAGE, by M. J. Exner, M.D.; 
2. London: George Allen and ‘Unwin, Limited. Demy 
Seon pp. 252. ‘Price: 6s. net. 


hite, M.D., with foreword by E. P. Joslin, M.D. ; 
Royal 8vo., pp. 249, ri 


1932 (Univ. Mel- 


Mel- 


W. McConnell, 
Demy 


Philadelphia : Lea and Febiger. 
25 engravings and a coloured plate. Price: $3.75 net. 

MEN OF THE JUNGLE, by I. L. Idriess; 1932. Australia: 
Angus and nega Saget Crown 8vo., pp. 274, with illus- 
trations. Price: 6s. ne 

THE MEDICAL hore OF PSYCHOANALYSIS, by F. 
Alexander, M.D.; 1932. London: George Allen and Unwin, 
Limited. Demy *8vo., pp. 247. Price: 10s. 6d. net. 

AUSTRALIAN FINCHES IN BUSH AND AVIARY, by N. W. 
Ca yley, F.R.Z.S.; 1932. Australia: Angus and Robertson, 
Limited. Royal Py pp. 274, with illustrations. Price: 
12s. 6d. net. 

THE BIOLOGICAL TRAGEDY OF WOMAN, by A. Nemilov, 
translated by S. Ofental; 1932. ndon : George Allen 
and Unwin, Limited. Demy 8vo., pp. 227. Price: 7s. 6d. 
net. 

THE DIABETIC ABC BOOK FOR 
PATIENTS AND NURSES, y R. Lawrence, M.A., M.D., 
F.R.C.P.; Second Edition ; omy H. K. Lewis and 
Company, Limited. Demy 8vo., pp. 63. Price: 3s. 6d. net. 

ESSENTIALS OF PEDIATRIC NURSING, by R. A. Perkins, 
R.N., S.; Second Edition; 1932. Philadelphia: F. A. 
Davis Company. Demy 8vo0., pp. 467, with 55 engravings 
and six full page coloured plates. 

THE PRINCIPLES AND PRACTICE OF PSYCHIATRY, by 
A. Cannon, M.D., and E. . Hayes, M.D.; 1932. London : 
William Heinemann (Medical Books) Limited. Crown 4to., 
pp. 454, with 150 illustrations. Price: 25s. net. 

BUD THE MONKEY AND OTHER TALES OF SOLDIERS’ 
PETS, by L. MacDonald, illustrated by A. MacDonald, with 
introduction by General Sir Ian Hamilton; 1932. Aus- 
tralia: Angus and Robertson, Limited. Crown 4to., pp. 
136, with illustrations. Price: 5s. ‘net. 


Wedical Appointments. 


Dr. J. R. Nimmo (B.M.A.) has been appointed Govern- 
ment Medical Officer at Thursday Island and a Health 
Officer under The Heaith Acts 1900 to 1931, Queensland. 

” 


Dr. F. J. Ryan has been appointed Acting Junior Medical 
Officer, Parkside Mental Hospital, South Australia. 


Bedical Appointments Vacant, etc. 


For announcements of medical appointments vacant, assistants, 
locum tenentes sought, etc., see “Advertiser,” page xvi. 


LAUNcESTON Pusiic Hospitat, LAUNCESTON, TASMANIA: 
Resident Medical Officer (male). 
Renwick HospiraAL For INFANTS, SYDNEY, 
Wates: Honorary Physician. 
RocKHAMPTON Hospirats Boarp, RocKHAMPTON, QUFENS- 
LAND: Resident Medical Officer. 
Prrece Atrrep Hospirat, 
Warrs: Honorary Officers. 


New Sovutu 


Sypney, New Sovuru 


Medical Appointments: Important Motice. 


Mepicat practitioners ate requested not to apply for any 
appointment referred to in the penerningy | table, thout ha 
with the Honorary Secretary of the Bran 

ed in the first column, or with the Medical cal Becretary ef ef the 
British Medical Association, Tavistock Square, London, W.C.1. 


APPOINTMENTS. 


Natives’ Association. 
Ashfie and Distriet United Friendly 


D 
United Prien aly Societies’ Dis- 


Friendly Baciety 
and 

Secretary, Friendly Societies’ Dispensar 
135, Macquarie Street, | Manchester Unity Medical and Dispen- 
Sydney. sing Institute, Oxford Street, 
North Friendl 'y Societies 


People’s Pr Pradential ‘Assurance Company 
Phenix Mutual Provident Society. 


All Institutes or Medical Dispensaries. 
Australian Prudential Association, Pro- 
Vicrorian : Hon prietary, Limited. 
e Mutual National Provident Ciub. 
Societ Hall, East | National Provident Association. 
‘Melbourne. Hos om = other appointments outside 
ctoria, 


Brisbane Associated Friendly Societies’ 
Medical Institute. 
Mount Isa Mines 
Toowoomba Associated Friendly Societies’ 
QUEENSLAND: Honor- Medical Institute 
ary Secretary, B.M.A./|Chillagoe Hospital. 
Building, Members accepting LODGE 
Street, Brisbane. ments and those 
to any 
SPITAL are advised, in Gar own 
interests, to submit a copy of their 
agreement to the Council before 
signing. 


So e Appointments in South Aus- 


UTH AUSTRALIAN: 
Secretary, 207, North Contract Practice Appointments in 
Terrace, Adelaide. South Australia. 


Contract Practice Appointments in 
Western Australia. 


BW ZBALAND 
lington 


Friendly feet 7 Lodges, Wellington, 
ecretary, N 


ew Zealan 


Editorial Motices. 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to Tu 
or ga JOURNAL OF AUSTRALIA alone, unless the con! be 
state 


All communications should be agg, to “The 
ICAL JOURNAL OF AUSTRALIA, Print 

eamer Street, Glebe, New South Wales, (Te : 
Mw 2651-2.) 


SuBscript1ion  Rates.—Medical ‘and not 
receiving THm JoURNAL USTRALIA e of 
membership of the Branches of the British Medical 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of an any 
quarter and are renewable on December 31. The rates are £ 
for Australia and £2 5s. abroad per annum payable in advance. 
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